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ABSTRACT
THE USE OF PET FACILITATED THERAPY IN THE TREATMENT OF
DEPRESSION IN THE ELDERLY:
A BEHAVIORAL CONCEPTUALIZATION OF TREATMENT EFFECT
SEPTEMBER, 1989
JOSEPH E. STRUCKUS, B.A., AMHERST COLLEGE
M’S., UNIVERSITY OF MASSACHUSETTS
Ph . D
. , UNIVERSITY OF MASSACHUSETTS
Directed by Patricia Wisocki, Ph.D.
In this study, the author investigated the hypothesis
that an animal visitation program could alleviate
aepressed behaviors among a group of elderly subjects
residing in a nursing facility. The program consisted of
twice weekly visits of volunteers accompaning their dogs.
The effect of the visits upon the patients was
evaluated regularly usina two behavioral monitoring
devices (the Geriatric Rating Scale, and the Social
Interaction Rating Scale) and two self-report
questionnaires (the Geriatric Depression Scale, and the
Profile of Mood States). Twenty-five subjects participated
in the treatment. The performance of this group was
compared with that of a matched no-treatment group.
At the conclusion of the twelve week treatment,
experimental subjects reported less depression, anxiety,
anger, fatigue, and confusion. There were significant
reductions in apathetic, withdrawn behaviors and
sigmricant increases in prosocial behavior. Control
subjects were unchanged.
The Pet Attitude and Experience Questionnaire ( PAEQ)
provided a quantitative representation of the quality or
the subject's past experiences with and current attituaes
toward pet animals. Grouping subjects by PAEQ scores
revealed that experimental subjects who reported strongly
positive experiences and attitudes improved significantly
over control subjects, while experimental subjects with
less positive attitudes and experiences failed to show
significant improvement on the dependent measures.
The role of pet-facilitated therapy as a behavioral
treatment for depression in institutionalized elderly is
discussed.
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CHAPTER I
DEPRESSION IN THE ELDERLY: A BEHAVIORAL CONCEPTUALIZATION
Grow old along with me. The best is yet to be."
- Robert browning
Introduction
For too many of our elderly, the "golden years" are
never experienced as such. Biological, soc i o-cu 1 tura 1
.
and psychological factors can contribute to make the
years past 65 in this country especially difficult ones,
biological limitations upon the aging organism restrict
the range and intensity of activity previously enjoyed.
Cultural and societal demands, not the least of which is
an implicit directive to withdraw from the mainstream of
productive life, can impose additional limitations upon
the older person, burdens which impoverish a full
experience of the later years. These losses and
limitations can often precipitate a variety of
psychological dysfunctions, maladaptive reactions to the
changes that occur in later life. The most common of the
psychological disturbances among the elderly is
depression
.
Depression has been identified as one of the most
frequently occurring mental disorders in this country
(Blumenthal, Butler, and Lewis, 1982). Recent
1
epidemiological studies have shown that the current
Prevalence of depressive disorders ranges between two and
five percent, while lifetime rates of between 15 and 20
percent have been found for the general adult populations
surveyed (Vernon and Roberts, 1982; Weissman and Myers.
1978)
.
For the elderly, this epidemiological observation is
no exception. In fact, the incidence of depression amona
the elderly is believed to be even higher, with estimates
of incidence among persons over the age of 60 ranging from
ten to 65 percent (Epstein, 1976). Conservative estimates
of depression among older people without physical health
problems have been placed at four to six percent (Gurland.
1976), while the figures for those with physical ailments
are much higher. Salzman and Shader (1979) report that
the prevalence of depression in individuals with physical
disorders common to the elderly (cardiovascular disease,
cancer, diabetes) ranges between ten and 40 percent,
depending upon the type of illness.
Despite the high rates exhibited by this segment of
our population, few elderly are treated for depression
(Redick and Taube , 1980). This observation holds true for
both the community-dwelling and the institutionalized
elderly. Among the elderly that reside in the community,
there appears to be two principal factors that account of
this lack of proper treatment. Clinicians tend to avoid
2
working with older individuals because they have found
them either too difficult to treat, or have accepted the
negative stereotype that older adults show minimal benefit
from psychotherapies (Butler and Lewis, 1977). Also, many
of these afflicted elderly, members of an age cohort that
was never "psychologized", are hesitant to request
psychological treatment for their condition.
The institutionalized elderly have these same factors
interfering with proper diagnosis and treatment, plus one
additional factor that relates to the diminished health
status exhibited by this group. Depression is a condition
defined by a constellation of symptoms that includes a
significant proportion of physical complaints (e.g.,
difficulty sleeping, weight loss, diminished appetite).
Among the institutionalized elderly, these complaints are
commonplace, and are often attributed to the effects of
aging and physiological degeneration. Thus, it is common
tor the symptoms of depression to exist in a
institutionalized older person, and be mi sattr ibuted to
"the normal aging process." Many institutionalized
elderly probably suffer from a depressive condition that
is amenable to proper psychological treatment, but never
receive this treatment because of a failure in the
diagnostic process (Hussian, 1981).
3
Iteiininq Depression in the Flgprj
v
Depression is a multifaceted, mul t i-dimensional
. and
mu 1 1 i causa 1 phenomenon. It can be difficult to diagnose
accurately and treat appropriately at any age. as it is
manifested in a great variety of ways in different
individuals. Older people typically report wide ranges of
complaints and differing combinations of symptoms which
are also associated with depression in younger persons:
dysphoria, somatic symptoms, social interaction problems,
increases in help-seeking behaviors, and motivational
difficulties associated with routine tasks of daily
1 i v i ng.
The task of defining depression in the elderly is
hampered by the dearth of knowledge in this area.
Gerontological psychology is a relatively new branch of
the mental health field, and thus the clinical and
research knowledge base is limited. Currently, formal
diagnostic criteria for depression in the elderly are the
same as the criteria for the general adult population. In
the realm of clinical diagnosis, these criteria are
provided by the Diagnostic and Statistical Manual of
Mental Disorders (APA, 1987). The Research Diagnostic
Criteria (Spitzer, Endicott, and Robins, 1978) provides
the definition of depression traditionally accepted in the
research setting. Both sets of criteria define depression
similarly, the condition being characterized by affective
4
distress, behavioral difficulties, and cognitive
dysfunction. There is also a temporal requirement for the
formal diagnosis of depression: dysphoric mood and four
additional symptoms must be present for at least two weeks
(see Table 1 )
.
It is not clear that the traditional adult criteria
are appropriate for use with older people. When using
criteria standardized on a younger population, it is
possible to confuse dementia with depression in the
elderly. The syndrome of "pseudodementia", with
psychomotor retardation and passive refusal to respona
appropriately to cognitive tests, may be depression
mistaken for dementia (Jarvik, 1976; Wells, 1979).
Depression in the elderly is often accompanied by
subjective experiences of memory loss and cognitive
impairment (Kahn, Zarit, Hilbert, and Niederehe, 1975),
symptoms seen less frequently in younger adults.
Conversely, somatic symptoms which are usually key to
the diagnosis of depression in the young are less useful
in the elderly. For instance, sleep disturbances are a
common symptom of endogenous depression; but such
disturbances are also common in the non-depressed elderiy
(Coleman, 1981), while rare in younger People not
suffering from depression. A host of other examples
include the normal decline of sexual functioning.
5
TABLE 1
B.
DSM-IIIR Diagnostic Criteria for a Major Depressive
Ep i sode
Dysphoric mood or loss of interest or pleasure in allor almost all usual activities and pastimes. The mooddisturbance must be prominent and relatively
persistent, but not necessarily the most dominant
symptom
.
At least four of the following symptoms have each beenpresent for at least two weeks:
1.
poor appetite or significant weight loss (when notdieting), or increased appetite or significant
weight gain.
2. insomnia or hypersomnia
3
.
psychomotor agitation or retardation (but not merely
subjective feelings of restlessness or being slowed
down
)
4. loss of interest or pleasure in usual activities
5. loss of energy; fatigue
6. feelings of worthlessness, self-reproach, or
excessive or inappropriate guilt
7. complaints or evidence of diminished ability to
think or concentrate
8 . recurrent thoughts of death, suicidal ideation,
wishes to be dead, or suicide attempt
C. Neither of the following dominate the clinical picture
when an affective syndrome is not present:
1. preoccupation with mood- i ncongruent delusion or
hal 1 uc i nat i on
2. bizarre behavior
D. Not superimposed on either Schizophrenia,
Schizophreniform Disorder, or Paranoid Disorder.
E. Not due to any Organic Mental Disorder or Uncomplicated
Bereavement Disorder.
constipation, and the aches and pains associated with
arthritis in the aged.
Fortunately, changes are in the wind. Diagnostic
instruments are being developed that are specifically
designed for use with older people. The Geriatric
Depression Scale (Brink, Yeasavage, Lum, Heersema. Aaey
.
and Rose, 1982), described later in this dissertation, is
one such example. Another scale not originally designed
for use with the elderly, the Beck Depression Inventory
(beck. Ward, Mendelson. Mock, and Erbaugh. 1961;, is oeing
tested in elderly populations for the purposes of
establishing age-relevant norms (Gallagher. Breckenr i dge
.
Steinnmetz, and Thompson, 1983).
Changes in the theoretical conceptualizations of
depression in the elderly have also contributed to a
reduced reliance on the "formal diagnostic criteria"
described above. Behavioral models of etiology and
treatment have played a significant role in this
development. These models are less concerned with the
formally defined constellation of symptoms that "must" be
present for a diagnosis of depression. Behavioral
theorists and practitioners are more interested in the
individual behaviors that constitute the maladaptive
condition. That is. behaviorists prefer to examine and
treat the specific behaviors that constitute an
individual's depressed condition, rather than treat some
7
Qiooal construct called "depression". Toward this end.
they have developed diagnostic strategies that allow for
the assessment and treatment of these specific behaviors.
Xbe Pr incipal Behavioral Model*
There are currently two prevailing models of
depression whose roots reside in learning theory; the
cogn i t i ve—behav i or a 1 model
,
which has been espoused
principally by Beck (1967) and Seligman C1975; Abramson,
Se 1 i gman , and Teasdale, 1978), and the reinforcement
model, closely based on the original work of Skinner
(1953), and developed by Lewinsohn and his collegues
(Lewinsohn, Youngren
,
and Grosscup, 1979).
Cognitive-behavioral theories of depression are
fairly explicit in postulating that certain depressogen i
c
cognitive patterns cause people to interpret their
experiences in ways that cause them to become depressed.
These predisposing cognitive patterns are assumed to be
relatively stable characteristics of the person; that is,
individuals who become depressed possess a stable
depressogen i c cognitive style that predisposes them to
depressive episodes. Thus, Beck (1967) has stated:
"During the developmental period, the depression-prone
individual acquires certain negative atttitudes regarding
himself, the outside world, and his future . . .The
idiosyncratic attitudes represent persistent cognitive
8
patterns, designated as schemas" (p. 290;. These
"schemas" are acquired through learning. Beck argues that
the depressogenic schemas develop out of the individual's
experiences during development. If the individual's life
experiences are sufficiently aversive, he begins to
develop consistently negative views about himself and the
world around him. Additionally, the individual begins to
see these views as stable characteristics, qualities
incapable of change. Thus, with the potential for
positive change unlikely, the individual also begins to
see the future with a similar negative outlook. When the
individual acquires the three negative schemas described
by beck, his chances for experiencing a depressive episode
are substantially increased.
The belief that outcomes are independent of
responding is central to the learned helplessness theory
(Seligman, 1975). Seligman theorizes that this condition
results in the motivational (reduced responding),
cognitive (interference with later instrumental learning),
and emotional (fear, followed by depression)
manifestations of the learned helplessness syndrome, which
he assumes to be analogous to clinical depression. Thus,
he hypothesizes that depressed individuals perceive
reinforcement as being outside of their own control or
inf 1 uence
.
9
Locus of control is assumed to be a general cognitive
set within this framework and has typically been measured
with the Locus of Control Scale (Rotter. 1966. 1975).
According to Seligman, the depressed individual should
exniDit a more external locus of control, corresponding to
nis belief that the outcome of an event is beyond his
ability to influence or control it. More recently,
attribution theory has postulated that in addition to the
perceived locus of control, there are two other dimensions
that influence a person's expectancies of causality or
outcome, stability and specificity. Within this revised
model, the depressed individual see positive events or
conditions as transient or unstable, while negative events
or conditions are regarded as stable or characterol ogical .
He also perceives positive events or characteristics as
specific to a given condition, while negative events or
characteristics are regarded as global or general in their
implication. These ideas have been incorporated into the
learned helplessness theory of Abramson et al . (1976;.
Thus, the depression-prone individual attributes failure
to general and stable characteristics of the self, and
success to specific and unpredictable forces beyond his or
her control
.
Unfortunately, the available research has failed to
demonstrate that individuals who become depressed can be
distinguished on the basis of the kinds of preexisting
10
Qnian » and other
cognitive styles suggested by Beck, Se 1
i
cognitive theorists. While patterns ot depressive
cognitions do indeed occur concurrently with dysphoria,
there is accumulating evidence that these patterns are not
apparent either before or after a depressive episode.
Lewinsohn, Steinmetz, Larson, and Franklin (1981) reported
on the results of a longitudinal prospective study of the
onset of depression. All participants were assessed on
the number of cognitions (expectations for positive and
negative outcomes, attributions, and irrational negative
Deliefs) at the beginning of the study and were later
evaluated to determine if an episode of depression
occurred. Participants who became depressed during the
course of the study were compared with those who did not
become depressed and with those who were depressed at
entry into the study. The results indicated that people
who were later to become depressed did not differ on
cognitive measures from those who remained free of
depression. The types of cognitions endorsed by the major
cognitive-behavioral theories were found to be
concomitants, but not antecedents of depression.
Additionally, the cognitive patterns of people who had
been depressed at some time in the past (but who were not
depressed at the time of the study) were not
distinguishable from those who remained free of
depression. Thus, the results of this study suggest that
11
or who are aoout to
individuals who have been depressed
become depressed are not characterized by a stable
depressogenic cognitive style.
Peterson, Schwartz, and Seligman (1981) have found no
evidence for a particular attr ibut ional style which is
predictive of later depressive symptoms. Similarly,
Wilkinson and Blackburn (1981) showed that the cognitions
of recovered depressed patients could not be
differentiated from those of normal or non—depressed
psychiatric controls. In short, there appears to be
little hard evidence for the contention in cognitive-
behavioral theories that a particular cognitive content is
a causa 1 factor in the initial development of a depressive
episode
.
Reinforcent theories of depression, in keeping with
their ties to Skinnerian models of behavior, have
postulated the importance of person-environment
interactions in the cause of depression. Lewinsohn et al .
(1979) have emphasized that changes in the quality and
quantity of reinforcement lead to depression.
Specifically, decreases in the number of positively
reinforcing events, and increases in the number of
aversive events result in a diminishment of appropriate
response-contingent behaviors and an increase in avoidance
behaviors. The reductions in positive reinforcement can
be the result of a loss of reinforcement sources (e.g..
12
the death ot a spouse), or a dlml n i shment of phys.cal or
mental capacity, which prevents the individual from
engaging in previously reinforcing activities. The
Physical pain of some musculoskeletal illnesses, such as
arthritis, can be a powerful aversive event. Individuals
will avoid all behaviors that produce the pain, even
behaviors that were previously reinforcing. Thus, the
individual crippled with the pain of arthritis retreats to
the isolation of his house, rather than exacerbate the
discomfort by traveling outside of his house and
interacting with others. The result of this imbalance
between rewarding and aversive events is dysphoria and
withdrawal from the environment: these are two principal
behaviors associated with depression.
Cautela (.1984; suggests that depression is related to
a person's general level of reinforcement (GLR), defined
by the number and quality of reinforcing events per unit
of time. The higher the GLR, the greater the number and
quality of reinforcing events per" unit of time. Changes
in this level can make an individual more or less
susceptible to the effects of particular events. For
example, if an individuals GLR is high (a high rate of
reinforcement) then he or she is less likely to be
de 1 eter i ousl y affected by the loss of a particular
reinforcement, or by the experience of an aversive event.
The event represents a small proportion of the total
13
available reinforcement. If, however, the GLR is low.
then the individual is more likely to be significantly
assisted by the application of an additional reinforcer.
He will also be more susceptible to the effects of an
aversive event, since his "buffer" of reinforcements is
low. In this case, the event represents a proportionally
larger influence on the total available reinforcement.
Cautela believes that the individual with the low GLR will
exhibit those behaviors subsumed under the rubric of
depression
.
Reinforcement theories of depression have not had as
much attention in the literature as cognitive-behavioral
theories. Cautela has yet to demonstrate the ability of
GLR to predict the onset of depression. Lewinsohn et al
.
(1979) noted that changes in the quality of reinforcement
do covary with depression. The results of a longitudinal,
prospective study by Lewinsohn and Hoberman (1982),
nowever, failed to support claims that such changes are
antecedents of depression. In th'is study, they found that
the strength of aversive events, and the presence of life
stressors were predictive of depression.
Lewinsohn, Hoberman, Teri, and Hautzinger (1985) have
incorporated this observation into an updated
reinforcement theory. In this new theory, the authors
suggest a model for depression that includes a complex and
interactive feedback loop. The elements in this loop
14
include biological predispositions, anteceoent catalysts,
and both cognitive and physiological conditions which act
to maintain the integrity of the depressogen i c loop.
Biological predispositions include certain
neurophysiological and neurochemical irregularities
believed to be inherited. A efficiency in noradrenergic
activity is one such example of a biological
predisposition. Antecedent catalysts are empirically
defined as any event or environmental condition that
increases the probabi 1 ity for a future occurrence of
depression. These evoking events generally fall under the
rubric of stressors, including macrostressors (e.g.,
losing one's job), microstressors (e.g., being
criticized), and chronic difficulties (e.g., marital
discord). Cognitive conditions include thought processes
similar to the purported depressogen i c cognitive schemas
suggested by beck. This "hybrid" theory, then. attemDts
to assimilate cognitive-behavioral and reinforcement
theories into a single integrated model.
For the purposes of this study, reinforcement
theories are particularly useful in conceptualizing the
depressive behaviors exhibited by the elderly in nursing
homes. The emphasis on the importance of changes in the
person / s environment seems compatible with the observation
that institutionalized elderly have undergone dramatic
environmental changes in their transition from the
15
community to the nursing home. This transition is often
characterized by the loss of loved ones, reductions In the
Physical capacity to care for oneself, and loss of the
opportunity to engage in activities previously enjoyed.
Sensory impairments reduce the ability of the elderly
person to enjoy sights, sounds, smells, and tastes that
were earlier reinforcements. These losses are associated
with reductions in the availability of potentially
reinforcing events. Add to this the pain of many
degenerative illnesses, and a withdrawal from the
environment seems to be a natural result of the
transition. Disengagement with the environment, apathy,
and dysphoria all figure predominantly in the depression
exhibited by many of these older people.
These same theories suggest a treatment for
depression among the institutionalized elderly.
Application of a reliable source of positive
reinforcement, and the removal of some aversive conditions
should ameliorate the depressed condition of some of the
afflicted elderly. For Lewinsohn and his collegues, this
treatment would succeed because it was able to diminish
the number and intensity of aversive antecedent events,
substituting in their place positive events or conditions
that were capable of disrupting the depressogen i c loop.
Cautela would likely explain its effect in terms of
an increase in the general level of reinforcement.
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Increasing the number of positively reinforcing events
would increase the GLR "buffer". With this increase would
come a correspondingly greater interest in the
environment, increasing the individual's potential to
experience additional socially reinforcina events. A
higher GLR would reduce the probability that the
individual would withdraw from the potentially reinforcina
environment, and prevent the occurrence of depressed
behav i ors
.
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CHAPTER II
PET-FACILITATED THERAPY WITH THE ELDERLY CLIENT
Humankind has cultivated and maintained a number and
variety or relationships with other animals. Animals have
been used as protectors, as instruments of war. as beasts
of burden, as sources of food, and as the means for
recreation. All of these roles are predominantly
utilitarian. The animal has been considered a "necessary
machine", something to be used in promoting the material
and economic well-being of the person.
The use of an animal as a pet, as a source of
companionship, defies a strict utilitarian definition of
purpose. An estimated 60% of American households have at
least one pet. but the reasons why people keep pets and
the role that pets play in human culture, have only
recently been investigated. Within the past decade, the
study of the significance of animal-human interactions has
become an accepted scientific field, and there are now a
number of scholarly societies devoted to this area of
research. In addition, the use of pets in certain
therapeutic settings has become popular. When pets are
employed as an adjunctive therapeutic device, the therapy
is called "pet-facilitated".
The elderly as a clinical treatment population have
been a particular focus of the research and applied work
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in animal-human interaction and pet-facilitated therapy.
There are at least two reasons for this focus. First, the
human service field has highlighted the elderly population
in its effort to develop new and existing therapeutic
interventions in order to meet the increasing need for
services. Second, pets are believed to fulfill some of
the needs of the elderly, such as companionship,
affection, unconditional positive regard, and
environmental stimulation. Pets also presumably provide
incentives to exercise and interact socially, and
themselves elicit caring behaviors. With the proper
training of the companion animal and the proper Placement
procedures, there is relatively little cost to the
commun 1 ty
.
This chapter is about the ways pets can be used to
promote the mental, emotional, physical, and social well-
being of the elderly. The focus is upon the developing
field of pet-facilitated therapy (PFT), a discipline which
uses companion animals to supplement care-giving efforts
for a needy and underserviced segment of the population.
The chapter will begin with a historical overview of the
use of domestic animals in the therapeutic setting. The
author will then review the past and current work using
PFT with the elderly client, and will discuss that
inrormation in a context and language appropriate to a
oehav 1 oral conceptualization of the therapeutic method.
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This review will discriminate between programs desianed
tor community-dwelling elderly and programs designed tor
institutionalized elderly. CJf particular interest to this
doctoral thesis is the work that has been done in
institutional settings. Finally, the author will
highlight some of the strengths and weaknesses of tne PFT
research to date, and outline the steps by which this
study will improve upon the work of the past.
Historical De_y.el opment of Pet-Faci 1 I tated Theranv
Far from being a "new" therapy, the treatment of
mental and emotional dysfunction through the use of
animals can be reliably traced to the late 18th century.
The York Retreat, founded by the Quaker merchant William
Tuke, employed a treatment of "moral methods", at a time
when lunatic hospitals and asylums used primarily
restraint and physical punishment as forms of treatment
and control. Patients were offered kindness and
understanding, and were reinforced for attempts at self-
control. The Retreat maintained a significant number of
small animals, including rabbits and poultry, and the
patients were encouraged to learn and maintain self-
control by caring for the animals.
Bethel, begun as a home for epileptics in 1867 and
now an extensive health facility, has used animals as part
of its therapeutic milieu since its early years Cbustad.
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i9?8) * Sma11 and lar9e domesticated animals are emoloyed
in the residences and at work sites, and the facility
maintains farm animals and a wild game park. Little
systematic evaluation has been done on the effect of the
animals on the patients, however, so despite the staff's
conviction that the animals are helpful, it is impossible
to draw valid conclusions about their utility.
Dr. Boris Levinson (1961 ; 1969; 1972) describes work
with animals in the individual treatment setting.
Levinson accidently discovered the advantages of the
companion animal in psychotherapy with children, when the
presence of his pet dog. Jingles, proved to be an
important part of his treatment of a disturbed child.
Initially withdrawn and uncommunicative, the child readily
interacted with the dog. and later permitted Levinson to
join in these interactions. Thus. Jingles facilitated the
establishment of Levinson's therapeutic relationship with
h i s young cl i ent
.
One of the more publicized uses of pet-facilitated
therapy was initiated in 1975 by David Lee, a psychiatric
social worker at the Lima State Hospital in Ohio. Lima
State Hospital is maximum security forensic institution,
housing about 400 patients, including sociopathic
personalities and sexual offenders (Fogle. 1981). Lee
introduced a variety of pet animals, including parrots,
hamsters, gerbils. guinea pigs, rabbits, and even a deer
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into the institutional environment and found that the pets
became a medium for the direction of affectionate
behaviors. Patients have exhibited improved social
interaction with their peers and with members of the
staff
.
Samuel and Elizabeth Corson 0980) and their
colleagues (Corson, O'Leary Corson. Gwynne. and Arnold
19^5; 19 f
<
) were among the first to examine pet-
facilitated therapy in a more systematic tashion. The
setting was a psychiatric hospital, and the subjects were
patients who had failed to respond to more traditional
therapies. The Corsons saw their use of pet dogs in
psychotherapy "as an adjunct to facilitate the
resocialization process" (1980, p. 85). Matching the
temperament of their dogs to the needs of specific
patients, the Corsons observed the effects of the
patients's interactions with the dogs. Patients took on
increasing responsibility for the care of the dogs, and
exhibited increases in selt-care behaviors and
socialization on the ward. Some of the withdrawn patients
had accumulated tokens from behavior modification programs
but had failed to cash them in. A number of these
patients found interacting with the dogs rewardina. and
spent their tokens for such interaction (Corson and
0 Leary Corson, I960).
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Companion animals have also been associated with
medical benefits. In an epidemiological study of the
relationship between social support factors and mortality
rrom heart disease. Friedmann. Katcher
, Thomas. Lynch, and
Messent Cl 979) made the serendipitous discovery that heart
attack victims who were pet owners had a significantly
greater one year survival rate than did individuals who
did not own pets. Additional investigation revealed that
the lower mortality rate among the pet owners could not be
explained as a result of increased exercise associated
with dog ownership. Multivariate analysis indicated that
pet ownership decreased the probability of dying by about
three percent, an effect comparable to a number of other
healthy life-style characteristics.
Several investigators have observed that petting a
dog can significantly reduce blood pressure cKatcher.
1981; Friedmann. Katcher. Thomas, Lynch and Messent. 1983;
Baun
,
Bergstrom, Langston, and Thoma, 1984; Grossberg and
Alf, 1985). Katcher measured the blood pressure of 35
veterinary clinic clients after their pet dogs were
removed for evaluation or treatment. The client's blood
pressure was measured at rest, while reading aloud from an
uninteresting text, and while actively greeting the
returned pet with physical contact and words. Katcner
observed significant decreases in both systolic and
diastolic blood pressure between the reading aloud and pet
greeting conditions. However, there were no significant
differences in blood pressure between the resting and pet
greeting conditions. His results suggest that some aspect
or this interchange between owner and pet has the capacity
to reduce sympathetic arousal. Baun et al
. supported and
extended hatcher's findings, and highlighted the
importance of a prior familiarity with the dog in the
observed reduction of blood pressure. Friedmann et ai .
examined tne presence of a friendly dog on the blood
pressure and heart rate of 38 children, ages 9 to 16.
Presence of the friendly dog was correlated with
significantly lower blood pressure and heart rate.
Grossberg and Alf observed reductions in blood pressure
through dog petting on 48 normotensive college students,
and demonstrated the value of a positive attitude toward
pets in achieving this reduction.
Pet-Facilitated Therapy with the Elderly
While the commun i ty-dwe 1 1 i ng and institutionalized
elderly do share a number of therapeutic needs,
significant differences exist between them to warrant very
different approaches to the organization and
implementation of PFT therapy programs will be discussed
in light of the particular needs of elderly living in the
community and of those residing in institutional settings.
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Community-Dwelling Elderly
The vast majority of the elderly reside outside of
institutional settings, independently within the
community. For a significant proportion of these elderly,
old age brings a dimimshment of family and friends, loss
of earning power and responsibility, decreased mobility
and opportunities for social contact, and an increasing
sense of dependence upon others. Advocates of PFT believe
that pets can provide an inexpensive method of allaying
the negative psychological manifestations of some of these
factors. They maintain that an animal companion provides
solace in bereavement, attenuates the pain of social
isolation and depression, offers the elderly person a
renewed sense of responsibility and purpose, and actively
serves a role in preventing social withdrawal and
alienation. There is a considerable body of anecdotal
evidence to support such claims, but anecdotes are rarely
reported unless they confirm a prior belief.
Nevertheless, the few emp 1 r 1 cal 1 y-based studies that have
been performed offer some cautious encouragement in the
use of PFT with the community-dwelling elderly.
Mugford and M'Comisky (1975) examined the therapeutic
use of pet budgerigars (Australian parakeets) among
elderly pensioners aged 75 to 81 living alone in the
community of East Yorkshire, England. This study was
designed to determine whether the presence of a companion
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animal might improve an elderly person's se 1 f-perce P t i ons
and perceptions of social connection to his or her
community. At the beginning of the study, each of the 30
participants was interviewed, and completed a dependent
measure which examined attitude toward self and others, as
well as perceived physical and psychological health. At
random, participants were assigned a budgerigar, a beqonia
thousep 1 ant ; , or nothing. One half of the participants
had a television, a variable considered in this experiment
because of its ability to serve as a medium of interaction
between the individual and larger society.
At the conclusion of the five month Placement period,
the subjects were reassessed. The results indicated that
budgi er i gar ownership had had a positive effect upon the
elderly subjects. The budgierigar group demonstrated
positive changes, especially in their attitudes toward
other people and their own perceived psychological well-
being. Begonia owners showed no statistically significant
changes, positive or negative, indicating that it was not
the receipt of a gift which accounted for the changes
observed in budgierigar owners. Interviews with members
of the pet groups indicated that not only had these
individuals formed satisfying attachments to their pets,
but that the animals also acted as a "social lubricant."
that is, a focal point for conversation with others. The
experimenters hypothesized that the effect of the parakeet
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would be more pronounced for those participants who did
not have a television. This effect was not observed. All
ot the budgi er i gars were given names by their owners, and
all owners took full and responsible care of the birds.
An eighteen month follow-up revealed that all ot the
parakeet recipients still had their pets and were taking
good care of them. However, this follow-up did not
include measurement of the study's dependent variables.
In evaluating the results of the Mugford and
M ' Com i sky study, Brickel (1981) advised caution in
interpretation. He noted that the methods of recruitment
were not clearly defined, and thus we can not be certain
that the participants were representative of the larger
elderly population. He also pointed out that only 63
percent of the original 30 participants were available for
reassessment. While the authors themselves noted the
problems ot attrition, they did not comment on how it
might have affected their results. Finally, their failure
to collect tollow-up data prevents' any conclusion trom
being made with regard to temporal stability of treatment
e t feet
.
Robb and Stegman (1983) surveyed a randomly selected
sample of elderly veterans receiving home health care
through the Veteran's Administration Medical Center in
Pittsburgh, Pennsylvania. A total of 56 veterans
participated, including 26 pet owners and 30 non-owners.
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The experimenters measured morale, social Interaction,
mental status. psychological symptoms, ability to perform
physical and instrumental activities of daily living,
number of diseases, number of medications, and perceived
locus of control. Three criteria were used in selecting
these variables: 1) the variable had been mentioned m one
or more anecdotal reports, 2) it had not been studied
previously in association with companion animals, and 3)
it could be measured using previously developed
instruments with established validity, reliability, and
prior use with elderly subjects.
Mo significant differences were found between the pet
owner and non-owner groups with respect to the measured
variables. The researchers conjectured that the strength
of the pet owner bond might be an important factor and
reassessed the data after dividing the sample into high-
bond and low-bond subjects. Bonding status was assessed
among pet owners by their responses to a dichotomous
question of whether they preferred people or pets. The
subjects who preferred pets were assigned to the high-bond
condition. Mon-owners were similarly assigned using their
response to the question, "Do you wish you had a pet?"
One way analysis of variance for the nine measured
variables, controlling for bonding status, failed to
reveal any significant differences between groups.
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The authors discussed a number of conceptual and
methodological issues regarding their failure to support
empirically the anecdotal accounts of the effects of pet
ownership. They noted their virtually all-male sample and
suggested that future studies examine sex differences with
regards to the effects of pet ownership. They warned
against an oversimplification of the alleged relationship
between association with companion animals and human
health benefits. In particular, situational and
personality variables which may significantly vary tne
effect of a PFT program on human health and well-being
have yet to be identified and examined. Finally, they
suggested that the health enhancing effects of companion
animals might not be measurable on a day-to-day basis, but
might only impact upon human health during periods of
crisis or high stress.
There was an additional difficulty with the Robb and
Steaman study, not addressed by the authors. In their
assessment of the bonding status of the subjects, the
authors failed to consider the validity of the dichotomous
questions as discriminators of high- vs. low-bonding. If
a subject prefers a pet to a person, does that make him an
individual highly bonded to his pet? A more useful
measure of bonding status might have been obtained with
the Pet Attitude Scale (Templer, Salter, Dickey, Baldwin,
& Veleber, 1981), an easily administered 18 item Likert-
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lormat scale which has some established cr i ter
, on-or
, entea
validity and face validity. A replication of the Robb and
Steoman study which incorporates the suggestions presented
above might provide valuable data on the psychological and
Physical effects of pet ownership on the elderly.
Ory and Goldberg (1983) examined the effect of pet
ownership on the subjective well-being of elderly women.
Structured interviews were conducted on 1073 married white
women aged 65 to 75. Controlling for sociodemographic,
health status, and social interaction factors, the
presence of a pet in the home was not a predictor of
perceived happiness. However, further multivariate
analyses revealed that the nature of the interaction
detween the subject and her pet, as well as the
socioeconomic context in which the subject lived, were
significant interactional factors in the evaluation of the
relationship between pet ownership and perceived
happiness. Specifically, a larger percentage of the women
who were not attached to their pet's were unhappy, when
compared with those women who were attached to their pets,
or even when compared with those with no pets at all.
Additionally, the relationship between pet ownership and
perceived happiness was dependent upon socioeconomic
background, with pet ownership being associated with
greater happiness among those of high SES, but with less
happiness among those women of lower SES.
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As Is typical of all correlational studies, the
results of the Ory and Goldberg article suffer from an
inability to distinguish cause from effect. Since an
assessment of perceived happiness prior to pet ownership
IS not available, the conclusion that pets can produce
“happier" elderly is Insupportable. One could reasonably
suggest that happier women are in general capable of
greater responsibilities, and among those responsibilities
might be the acquisition and care of a pet. The authors
acknowledge that pet ownership accounted for a relatively
small proportion of the variance in their measurement of
perceived happiness. Physical health and the health of
the subject's husband accounted for a far greater amount
of the variance. Holcomb, Williams, and Richards (1985;
note that the perceived attachment to a companion animal
varies inversely with the opportunity for other human
contact. Perhaps individuals who value greatly their
marital, sibling, or friend relationships place a
correspondingly smaller value on the relationships they
have with their pets. The use of elderly women who have
few close human relationships might have yielded
dramatically different results.
The evidence derived from empirical studies in
support of community-based pet-facilitated therapy with
the elderly is far from overwhelming, as the results of
tne above representative studies suggest. Nevertheless,
31
the development and use of these programs is burgeon, ng.
and concerned professionals have begun the task of
developing both model programs and the informational
network necessary for the initiation of a public awareness
program.
People and Animals Coming Together (PACT) is a model
example of a thoughtfully designed and well executed pet
Placement program for the elderly living at home. PACT is
a community-based volunteer nonprofit organization
affiliated with the Gerontology Center of The Pennsylvania
State University. Its originators defined two central
goals for the program: 1) to demonstrate how a group like
PACT might operate to promote and support pet ownership by
older people living in the community; and 2) to conduct
longitudinal research to see if pet ownership has a
measurable effect on the health and well-being of a sample
ot rural elderly people CLago, Knight, and Connell. 1981).
PACT employs a number of criteria for assuring an
appropriate match between an elderly person seekina animal
companionship and the companion animal. Both the elderly
person and the animal are selected and prepared for this
match. Elderly clients participate in a multiple step
selection process. Clients who are either se 1 f-ref erred
or who are referred by an intermediate individual or
agency are interviewed to determine their specific needs,
preferences, mental and physical limitations, and
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environmental restrictions. They are then matches with a
volunteer sponsor who is often a friend or relative of the
client, ana who shares the client's interest in a type of
pet. This sponsor works personally with the client from
this point onward, facilitating the orientation and
education of the elderly client to pet ownership and
assuring the provision of follow-up attention and
assistance. A counseling period follows, culminating in a
mutual decision by the client and PACT about whether a pet
is right for this particular person at this point in his
or her life. Consideration is given to the client's
aesires. abilities, and resources, the availability of
support and aid for the client, and the possible effect of
the pet on other people in the family or household.
Potential companion animals are referred to PACT from
shelters, kennels, and private donors. The animals are
given thorough physical exams, are evaluated for
temperament and possible behavioral problems, and are
properly wormed, neutered, and immunized. PACT provides
for licensing and obedience instruction, and then retains
the animals for an additional period to continue behavior
and temperament assessment. Such thorough pre-placement
screening and preparation reduces the possibility of an
improper placement and a subsequent failed intervention.
Organizations like PACT provide valuable models for
the development of new community-based PFT programs. As
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the number of these programs increases, there will De a
greater need for established procedural guidelines in tne
implementation of a community intervention, as well as a
set of evaluative criteria for determining the
efrect iveness of the therapeutic program.
Institutionalized Elderly
Although only five percent of the elderly in the
United States live in nursing homes, this percentage
represents well over one million individuals (Teri &
Lewinsohn, 1986). Kane and Kane (1978) have pointed to
the limited professional care available to the
institutionalized elderly, contrasting the average number
of personnel in nursing homes (64 per 100 residents) with
the number available in hospitals (243 per 100 residents).
Larkin (1988) reports that many nursing homes sufter from
exceptionally high turnover rates among their non-
professional staff, with rates among nursing aides running
as high as 50 percent every seven months. Professional
staff turnover is also high, with rates approaching 50
percent every 16 months. In long-term care facilities,
this lack of staffing stability presents obvious problems
with regard to the quality and continuity of patient care.
These authors have also indicated that nursing home
personnel tend to be less well paid, have less
professional training, and are less satisfied with their
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work than those In other parts of the health care system.
It is important to stress that the relatively poor care
provided to the elderly in nursing homes is more likely a
symptom of society's disregard for the elderly than a
result of a failure by nursing home staff. As Corson and
O'Leary Corson (1981) suggest:
The process of systematic exclusion of the aged
from the mainstream of economic, social, and
cultural life is reminiscent of the psychology of
Planned obsolescence based on the belief that when
products get old they are to be discarded and
replaced with new products designed in turn for
early obsolescence, (p. 146)
The Corsons have described eight characteristics of the
psychosocial structure of a typical nursing home that serve
to intensify personality disintegration, alienation, and an
infantile type of dependence:
1. It is essentially a closed group.
2. It has a low staff/resident ratio, thus making it
difficult to individualize treatment.
3. It is a highly regimented social organization, leaving
very little room for the retention of a sense of
individual responsibility and a feeling of dignity.
4. It is a mass-oriented social organization, leaving
little room for privacy and initiative.
5. The residents tend to lose an important life-sustaining
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purpose
and life-enriching driving force, a sense of
and engagement in satisfying goal-directed activlt.es,
6. It fails to furnish an environment conducive to the
maintenance and development of positive affective
States, a feeling of being needed and respected, and a
reeling of being loved and an opportunity to
reciprocate such feelings.
7 * The residents lack socially sustaining tactile
contacts.
8. Many of the residents may suffer from varying degrees
of sensory deficits, particularly in vision and
hearing. These losses contribute to further tactile
and social isolation, thus leading to a vicious circle
of social deprivation and psycho 1 ogi ca 1 -emot i ona 1
disintegration and disorientation, (p. 148)
The Corsons cite a number of other deleterious factors
in the nursing home setting that contribute to a less than
therapeutic experience for the elderly. Among these are the
psychological and social stresses of Can often involuntary)
relocation from the community to the nursing home and an
isolation of the elderly from their families and long-time
friendships, from their religious and cultural social
groups, and from the freedom of individual living.
The rationale for instituting PFT programs in nursing
home settings is two-fold. First, it is believed that pet
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animals ofter the infirmed or debilitated elderly
opportunites for uncritical, non-judgment*
1 social
interaction. Even among the best lntentioneo ana most
experienced professionals, healthy people tend to send
negative nonverbal signals to the sick, the infirm, the
aged, and the physically and mentally retarded cCorson &
O'Leary Corson, 1980). This may lead to a reciprocal
pattern of social isolation, suspicion, and mistrust between
the patient and the provider. Pets can form affectionate
and trusting relationships with people regardless of
ability, appearance, or fortune. Thus, pets can be
considered especially appropriate for those individuals that
suffer under the harsh prejudices of the larger society, a
condition with which the elderly person must often contend.
Second, pets are considered capable of providing sensorv
(.particularly tactile) stimulation, of encouraging care-
giving responses, and of facilitating social interaction.
These are conditions and behaviors often sought after in the
institutional setting.
Pet-facilitated therapy programs in the nursing home
setting generally fall into one of two types: either an in-
residence companion animal program or a pet visitation
program. In-residence programs "adopt" one or a number of
animals which live in the facility and become part of the
treatment community. In these programs, the elderly
residents often take an active role in the day-to-day care
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Of the animals. Pet-visitation programs generally use the
services of an animal welfare. 4-H. or other animal-relateo
volunteer program to provide visiting animals on a weekly or
monthly basis. The elderly residents have the opportunity
to interact with the animals, but because the animals do not
live on the premises, this interaction is more limited and
controlled than in the resident pet programs.
The Corsons (1980) were among the first to institute an
in-residence companion animal program in a nursing home
setting. Benefitting from their experience with the
psychiatric hospital program described previously, an
adoption program was established in a private nursing
facility in Millersburg, Ohio. Elderly clients who were
bedridden, physically restricted, or disoriented were given
a small adult dog or puppy with which to interact under the
supervision of a trained staff member. Those elderly
living in a dormi tory-type ward were given their choice of
one of a number of weaned puppies for adoption.
The results of the companion animal intervention were
documented by means of a questionnaire incorporated into the
nurses' notes, and through the use of a videotape recording
of an ima 1 -c 1 i ent interactions. The authors claimed that the
companion animals offered the residents a form of reassuring
nonverbal communication and tactile comfort. They also
maintained that the animals acted as effective social
catalysts, encouraging increased interactions between
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residents and improving the overall morale of the
institution. However. these claims are interpretations of
results achieved, not the results themselves. The autnors
tailed to present the data upon which the interpretations
were made, and they did not offer alternative explanations
tor the correlational results achieved. No control was usea
in the evaluation of the effects of the intervention. it
should be noted that the purpose of the study was the
documentation of the effects of the therapeutic
intervention. The authors did not intend to examine
empirically the therapeutic value of companion animals. But
results based on non-exper imenta 1 methodologies limit the
conclusions one might make about the effectiveness of the
therapeutic program.
Robert Andrysco, a student of the Corson's at Ohio
State University
, con du c t e d a me thodo logically more ri gor ous
study of the effects of introducing a well-trained doa-in-
residence to a retirement-nursing care facility (1981;.
Forty-six elderly residents were randomly assigned to either
the experimental or control conditions. The experimental
subjects were examined prior to, during, and following
introduction of the pet to the facility. Their behaviors
were compared to a similar group of residents who did not
participate in the PFT program. The 23 experimental and 23
control subjects were observed by both nurses and activity
therapists, and were rated for psychosocial functioning in
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the areas of activity involvement. interactions with other
residents and staff, self-care, and opinions and
conversations about pet animals. In addition. 10 of the
experimental subjects were studied by videotape in order to
observe possible changes in amount of eye contact, smiling,
and tactile contact, as well as changes in verbal response
time, number of words per minute, number of words in
response, number of questions asked, verbalization of
violence, and delusional responses.
Analysis of variance failed to detect any significant
differences between the experimental and control groups on
the observed pychosocial variables. Andrysco ooserved
considerable variance within his experimental group,
variance that in part accounted for the failure to find
significant between group differences. Within subject
analyses indicated that the PFT program had a beneficial
effect upon a select group of the experimental subjects.
Fifteen of the subjects in the experimental group
significantly improved in the areas of activity involvement,
verbal communication, conversations about animals,
socialization with non-nursing personnel, socialization with
other residents, and socialization at mealtime. Verbal and
nonverbal communication improved in the 10 videotaped
subjects, with significant positive changes noted in both
the quantity (number of words and statements; and quality
(more positive responses; of communication. Andrysco also
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found improved eye contact and response
videotaped interactions between subject
wnen the pet was present.
time during the
and investigator
McArthur. Brunmeier. Bergstrom, and Baun (1986) have
also provided support for the belief that PFT might have
some beneficial effect upon social Interaction capabilities
of the mentally Impaired elderly. A wi th 1 n-sub.ject
experimental design was used to examine a sample of 28
mentally impaired elderly who met specific diagnostic and
research criteria. The subjects were randomly assigned to a
control or a treatment session as the first of two 10-minute
videotaped conversations with the experimenter. In one
session, subjects were videotaped with the researcher only,
and in the other session, subjects met with the researcher
and a dog. The same standard interview was used in both
conditions. Components of the subject's behavior durina the
conversation were examined and quantified. These elemental
components included looks, leans, smiles, tactile contact,
temporal response time, verbalizations, topic of
conversation, and negative content of verbalizations.
Differences in exhibited quantifiable behaviors were
examined using paired T tests.
Analysis of the examined components of the elderly
subject's behaviors revealed that when a dog was present,
mentally impaired elderly focused significantly less of
their attention on the person present than when no dog was
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present
. This result reviewed alone suggests that the aoa
served to distract the subject from person-to-person
interaction. However, the authors also observed that in the
presence of the dog, total attention behaviors were
significantly increased
, suggesting that the dog served to
facilitate the subject's ability to Initiate and sustain
attention to the social stimulus present.
Unfortunately, it is impossible to determine whether
the presence of the dog was little more than a novel
stimulus. Since multiple trials of the interviewer with dog
condition were not performed, we are not able to determine
if the presence of a companion animal can sustain increased
attention behaviors. Neither is it known whether the
presence of an animal gex, increases attention. A larae
housep 1 ant or any prominent stimulus might have produce the
same effects.
In a study examining the effects of a pet visitation
program on elderly nursing home clients, Robb, Boyd, and
Pri stash (1980) provided some evidence in support of the
specific effectiveness of companion animals as social
catalysts. These investigators hypothesized that the degree
of animation of an object would have a direct correlation to
that object's ability to initiate social interaction. They
selected a wine bottle, an inanimate object that could be an
interesting visual stimulus to her sample of chronically ill
elderly male alcoholics, a flowering plant, alive but not
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capable of motion, and a caged puppy to represent full
animation. The objects were Introduced Into the day room of
one unit of the hospital, one at a time, each for a ninety-
minute period on two separate days. The subjects were
observed for the following social behaviors: verbalizations,
smiles, looks toward the object, and leans toward the
st lmu 1 us
.
The investigators reported that the caged puppy
produced the most dramatic increase in measured social
behavior. Of particular note was a change in the quality of
verbalizations, with a significant reduction of
monosyllabic, inappropriate or illogical responses, and an
significant increase in the frequency of relevant,
conversational responding. In addition, many of the
subjects who typically became verbally or physically hostile
when their personal space was invaded by another resident
exhibited no such hostility when interacting with other
residents in the presence of the puppy.
The results of this study are' compromised by some
methodological confounds. The investigators used an ABCDA
design in evaluating the effects of the three presented
stimuli. Following baseline measurements of the dependent
variables, the stimuli were introduced to the experimental
setting over three successive one-week intervals. The wine
bottle was presented first, followed by the flowering plant,
and concluding with the caged puppy. There was only one
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trial of each stimulus. There was ho opportunity to
the order of the stimuli presented, nor were there
measurements taken of the dependent measures between
stimulus presentations. It is impossible, therefore, to
determine if the observed effect of the puppy was the result
of some quality intrinsic to this particular stimulus, or
was merely the result of being the last stimulus presented.
Fdur of the five dependent measures show successive
improvement over the three stimulus trials, an observation
that suggests a cumulative effect of the presented stimuli.
Robb et al. also failed to perform a statistical
analysis of their data. Using the mean number of behaviors
per resident as the numerical representation of their
observations, they report the changes from baseline of the
dependent measures. They do not, however, report the
variance implicit in each mean value, nor do they determine
the significance of the reported differences between
experimental conditions using an acceptable statistical
device. This insufficient analysis of the data detracts
from the credibility of the investigators conclusions.
Francis, Turner, and Johnson (1985) examined the
effects of a pet visitation program upon elderly living in
group home settings. Thirty elderly clients participated in
the experimental treatment condition, and 30 clients served
in a control condition. All were chronic mentally ill
people who had been discharged from psychiatric facilities.
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The mean age of the experimental subjects was 72. the
controls averaged 76 years of age Ca statistically non-
significant difference). The average length of time each
subject had been in the group home was about 40 months.
The treatment condition consisted of weekly visitation
sessions of three hours each, over an eight week period. in
which the participating residents were each given a puppy or
a kitten. Interactions were supervised by four animal
handlers who were responsible for the companion animals.
The control group had weekly human visitors unaccompanied by
the animals. Participants in each condition were tested
prior to and following the eight week treatment period for
changes in the following eight variables: health self-
concept, life satisfaction, psychological well-being, social
competence and social interest, personal neatness,
psychosocial and mental functioning, and depression.
Pretest and posttest measures were administered by different
investigators in order to minimize experimenter bias. The
Student s T test with a significance of 0.05 was used to
evaluate differences between conditions on each variable.
There were marked differences between the two groups.
The residents who had interacted with the animals
significantly improved in six of the eight areas measurea.
They did not improve on personal neatness and health self-
concept. No changes over the eight-week period were noted
in the control group. Thus it appears that the visitation
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program was successfui at f«cl. luting some positive change
among the participants in their psychological ana social
runctioning. What remains unclear in this study l s whether
such changes were produced by some quality intrinsic to the
companion animal interaction, or were merely the result of
participation in a new and unusual activity. Robb et
al.(1980) suggest that an animal can have a more pronounced
effect upon a person because of its ability to stimulate a
variety of senses simultaneously (sight, hearing, smell and
especially touch are involved). They maintain that "the
perpetual, infantile, innocent dependence of a friendly dog
may inspire a natural tendency on the part of humans to
offer support and protection, even when the humans appear to
have withdrawn from reality" (p. 726).
Genera l Assessment of the Research with
Re.CQmmendat ions for Improvement
The preliminary evidence suggests that both in-
residence and visitation-type pet-facilitated therapy
programs may assist in making improvements among the
institutionalized elderly in the areas of attention,
perceived psychological well-being, capacity for appropriate
interpersonal interaction, and social awareness. The data
from the reviewed research suggest that well-trained
companion animals appear to share a set of characteristics
that may serve to promote positive change in the
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psychological and social functioning of the elderly in
nursing homes. Some of the possible reasons why animals may
have a therapeutic value are: (1) companion animals are
capable of stimulating a number of senses simultaneously:
<2) they reliably respond to initiated contact from the
client: (3) they are perceived as non-critical and non-
judgemental; (4) many people have strong positive
associations with companion animals; (5) they facilitate the
creation of a "homelike atmosphere" in the facility; <6>
they often encourage care-giving behaviors; (7) they provide
an incentive for increased physical activity; and <8> they
provide an additional source of "expressive social suDoort".
These qualities might help to explain the recent
proliferation of pet-facilitated therapy programs in
geriatric settings.
A review of the programs outlined previously reveals
that the more successful interventions share a set of
philosophical and procedural characteristics. These
programs thoroughly educate the elderly participants on
animal care and handling prior to the match of the
participant with the animal. They use carefully selected
and properly trained animals. In-residence programs have
the proper facilities for the housing and feeding of the
animals. Pet-v i si tat i on programs use only volunteers or
paid staff who are experienced in handling and caring for
the animals. All of these programs have enlisted the
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cooperation of the nursing and general institutional staff.
And finally, the successful programs have respected the
rights of those individuals who do not wish to interact with
the animals, recognizing that this type of therapeutic
intervention is not for everyone.
Pet-facilitated therapy is still in its infancy. Doth
as a treatment modality and as focus for empirical
investigation. As with any young discipline, enthusiasm for
its promotion and legitimation can be a double-edged sword.
On the positive side, the advocates of PFT have invested a
considerable amount of their time, energy, and resources
into the establishment of the field. But this enthusiasm is
capable of adversely affecting the legitimacy of pet-
facilitated therapy. In particular, claims of PFT as a
"cure-all" are completely unsubstantiated in the empirical
literature and thus cannot be supported unequivocally by the
professionals of the field. This author sees the following
deficiencies in current research on Pet-Facilitated Therapy
and offers suggestions for their resolution:
1. Much of the support for PFT is derived from
anecdotal accounts. There is a vital need for
carefully constructed, empirically robust
examinations of therapeutic interventions with
companion animals.
2. There is a greater need for replication studies by
sceptical or critical experimenters. Given the
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enthusiasm within the field, the opportunities for
experimenter bias are great. Experimental designs
should incorporate procedures to minimize the effect
of such bias.
3. The relationship between PFT interventions and human
health benefits has been drastically oversimplified.
It is important that researchers consider the
possible intervening variables that might influence
the extent of the intervention. A consideration of
perceptual and attitudinal variables, of the
learning history of the human subject examined as it
relates to pets, and of situational factors present
during the intervention is strongly warranted.
This last point addresses a deficiency in the research
to date that was of particular interest to this present
study. In much of the empirical work, little or nothina
has been done to examine individual differences in the
potential effect of pet-facilitated therapy. Researchers in
this field have assumed that the majority of subjects in the
treatment group would improve significantly when compared to
controls, or when compared to those same subjects before the
therapeutic intervention. Robust empirical designs,
employing randomized wi th i n-subj ect or between-sub.ject
methodologies, have failed to find significant differences,
in part because the variance exhibited in the post-treatment
or experimental conditions has been too great (cf. Andrysco.
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1980). In other words, each of these studies has produced
varying levels of treatment effectiveness; some subjects
have improved considerably while others have Improved not at
all. Failure to account for variability of treatment effect
across subjects oversimplifies the proposed method of
action, and often results in inappropriate and ineffective
treatment. By way of analogy, we know that the optimum
therapeutic dose of a given medication varies considerably
from patient to patient, and we also know that some patients
will not respond to the medication at all. Knowledge of
such variance, and of the mechanisms that may govern it.
help us to decide on the appropriate titration of the
medication, or whether to prescribe it at all.
In the following chapter, an experimental methodology
that included an examination of such individual differences
is presented. In keeping with a behavioral
conceptualization of the effects of PFT on depression, the
examination centered upon the client's learning history with
regard to companion animals, as this history was expected to
assist in determining the effectiveness of companion animals
as potential reinforcers. In addition to the learning
history, information regarding present perceptions and
attitudes toward companion animals was collected, as it was
believed that such attitudes would reflect the quality of
the learning history, and assist in determining the value
companion animals might have as potential reinforcers.
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CHAPTER I I I
THE HYPOTHESES
As we discovered in the first chapter, depression is
a significant psychological dysfunction experienced by
many elderly people. The constellation of behaviors that
typifies depression is especially prevalent among
institutionalized elderly, where a combination of
dimininished sensory acuity, increased physical infirmary
and disability, and abrupt environmental and socio-
cultural disruption are believed to contribute to
increased dysphoria and apathy, and social and
environmental withdrawal. Clearly, institutions that
provide clinical care to elderly persons would benefit
from any treatment that could effectively reduce
depression and increase social engagement among its
pat 1 ents
.
The second chapter presented a form of adjunctive
therapy that uses companion animals as facilitators or
psychological and social change. We noted that the
initial systematic evaluations of this new therapy are
replete with methodological limitations and overly
simplistic conceptualizations of how and under what
conditions the therapy produces change. The field of pet-
facilitated therapy would benefit from a methodologically
robust evaluation of treatment outcome, and a more
thorough consideration of the personal characteristics
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that might serve to discriminate individuals who coulo
Benefit from the treatment from Individuals who could not
benef i t
.
The treatment program created for this dissertation,
and the empirical method that was designed to examine this
treatment, was developed for the purpose of addressing the
needs described above. A pet visitation program was
conceived and implemented in a medium-sized (120 beds)
skilled-nursing facility. A selected group of elderly
patients received visits twice weekly from a group
community volunteers accompanied by their trained
companion dogs. Over a twelve week treatment period,
levels of depressed behaviors and of observed social
interaction were determined for the participating patients
and a matched sample of untreated patients. Both patient
self-report and observer ratings were used in the
assessment of change over the treatment period. This
investigation had two primary hypotheses:
timQ t
.hegi g 1
The group of patients participating in the visitation
program were expected to report less subjective
depression, and to exhibit significantly fewer depressed
behaviors at the conclusion of the treatment phase when
compared to pretreatment levels. It was expected that
these patients would also show a corresponding increase in
the amount and quality of social interaction. Patients
52
not participating in the program were expected t
unchanged
.
o remain
The hypothesized effect of this treatment on
depressive behaviors is theoretically consistent with the
behavioral conceptualization of depression described
earlier. Depression was viewed as a condition resulting
from a decrease in positively reinforcing events and an
increase in aversive events. Treatment has often Involved
a restructuring of the patient s environment in a way that
tips the balance" toward a greater proportion of positive
experiences. A pet visitation program should be capable
ot contributing to this change in environment. The
elderly that chose to participate in this program likely
would find the visits a rewarding experience. These
visits by animals and their owners were hypothesized to
selectively shape behavior in a direction that increased
the number and frequency of socially engaging and
appropriate behaviors, and decreased the number and
frequency of behaviors associated with social withdrawal
and environmental apathy.
This treatment was not expected to be superior to
other v i si tat i on/soc i a 1 interaction therapies. Indeed.
Power and McCarron (1975) produced similar improvements
among nursing home residents wi thout the use of animals,
employing a therapy that involved little more than
positive physical contact (such as touching, caressing and
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holding), simple non-critical conversation, and the
encouragement of the subject to socialize with his fellow
patients. But as was noted by Corson and O'Leary Corson
a981), the staff and volunteers of nursing homes are
often unwilling to initiate such positive physical contact
with their elderly patients, and they are generally unable
to interact in a non-critical and non-judgemental
fashion. The important consideration was that the pet
animal was expected to be capable of providing both
contact and non-critical attention, and could enlist the
participation of a volunteer who would not normally have
considered providing these conditions alone.
The evaluation was not designed to be able to
determine if the presence of the pets themselves were
JlS-gessary to produce the desired effect. A number of the
reviewed studies have suggested that pets appear to
catalyze a set of conditions that are less likely to occur
in their absence. It has been claimed that the animals
provide a source of pleasurable experiences to the elderly
patient, experiences which may reinforce social awareness
and engagement. They also have been purported to act as
an intermediary and common ground between patient and
volunteer, facilitating the formation of a positive social
relationship that would have not normally occurred. It
was these conditions that were hypothesized to elicit
reductions in observed and reported depressed state.
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Hypothesis p.
Of additional interest to this Investigator were the
variables that influence the extent to which pet-
facilitated therapy can effect change. Previous
investigators have noted considerable variance within
treatment groups as to the extent of observed improvement.
None of these researchers has yet been able to determine a
source of this variance. This investigator believed that
the variability in the degree of treatment effectiveness
could be explained in part through an examination of the
learning history of the individual subject as it related
to pet animals. Consistent with a behavioral
conceptualization of treatment effect, the "power" of the
pet-facilitated therapy could be determined in part by the
"value" the subject placed on therapeutic condition. If
the subject had positive past experiences with pet
animals, and currently held positive attitudes towards
them, then the perceived value of the stimulus would be
high, and the visitation program would be a strong
positive reinforcement. If the subject's experiences were
of a mixed nature (that is, a mix of positive and aversive
experiences) and his attitudes were ambivalent, then the
value of the treatment would be lower, and the visitation
program would not demonstrate sufficient power at
producing positive change.
55
Among those patients participating in this
therapeutic program, we expected to observe considerable
variance in levels of improvement. That is, some of the
residents were hypothesized to improve markedly, while
others would improve only marginally or not at all. An
evaluation of each participant's past experiences and
present attitudes toward pet animals would account for
some of this variance. Specifically, positive past
experiences with pet animals and positive present
attitudes toward animals would result in the program
having a greater reinforcement value for that participant.
This participant would improve to a greater extent than
the participant who had less positive experiences with pet
animals, and whose present attitudes reflected a lower
perceived reinforcement value to the visitation program.
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CHAPTER iv
METHOD
Xbe Facility and its Patj»
n
*-°
Description of Clinical Facility
Geer Memorial Health Center is a private non-profit
nursing home in Canaan. Connecticut. Licensed oy the
Connecticut State Department of Health, it is a full
service geriatric health facility can SNF), providing
inpatient medical and supportive health care, as well as
outpatient adult day care. The inpatient and outpatient
components are administered separately. This program
occurred in the inpatient setting only.
The inpatient setting has 120 beds, a capacity that
is always realized and which necessitates a waiting list
for admission into the facility. Residents live in one of
four units within the facility, with each unit being
comprised of 30 beds. There are no clinical distinctions
between units, new admissions are assigned to a given unit
on the basis of available vacancies. The unit designation
serves as little more than a physical and administrative
descriptor. Nursing and supportive services are organized
on the unit level, as is the allocation of recreational
and therapeutic spaces. Patient rooms are predominantly
semi -pr 1 vate , with two patients sharing the room, A small
number of the rooms are private.
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dc t i v 1 1 i es f or
Geer otfers a variety of therapies and
its patients. There is 24-hour nursing care, and state-
certified physical and recreational therapies. There is a
greenhouse with a full-time horticultural therapist, as
well as formal gardens, wildlife stations and a wheel-
chair garden. The activity and other public rooms contain
aquaria and pairs of canaries or lovebirds. Ambulatory
patients and support staff maintain a profusion of exotic
housep 1 ants within the facility. There are spacious,
attractively furnished activity rooms on each of the two
residential floors, and the facility has a catalogued
library and reading room. Large print books and
newspapers, as well as recorded novels are readily
available to the patients. Each residential floor has a
television, located in the central activity room. Some
patients have their own televisions. The daily activities
schedule is interesting and varied, and considerable
etrort is made to encourage patient participation in the
scheduled events.
Description of the Patients
Geer specializes in the maintenance and convalescence
of medically compromised elderly. The patient population
is somewhat older than the typical nursing home (mean age
84.2 years), and there is a greater proportion of elderly
suffering from medical illnesses that require full-time
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nursing care. Seventy-six percent of the patients are
female. Well over half of the patient population suffers
from neurological conditions that significantly impair
cognitive and/or motor performance. At least 20 percent
or the patient population is diagnosed as suffering from
primary degenerative dementia, senile onset. Some of
these patients are ambulatory, and are given the freedom
of the facility with the help of an electronic bracelet,
which allows the nursing staff to monitor the patient's
location to assure that he or she does not wander out of
the bui 1 ding.
Trea tment and Evaluation Design
Subjects
The requirement that subjects be able to provide
valid response sets for a number of self-report measures
(see below) prevented a purely random selection of
subjects from the population participating in the
visitation program. A review of each patient's condition
bv means of hospital records and nursing evaluations
eliminated 55 patients who were incapable, for psychiatric
or medical reasons, of providing these verbal data. This
preselection also allowed for the elimination of patients
suffering from dementia, a condition whose symptoms could
mimic depression. This was a necessary procedure, as it
was believed that the visitation program would not be
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aetrective at reducing depressed symptoms related to
dementing condition. The remaining patients constituted a
pool of Potential subjects. Consent to be interviewed,
and a willingness to participate in the visitation program
turther subtracted from this total. A final selection
process to assure balanced groupings (see below; culled
the potential subject pool even further. Fifty subiects
(25 in the experimental group, 25 in the control group)
constituted the final study sample.
For the residents of the facility, participation in
this program was voluntary. Every attempt was made to
respect the rights of those individuals who did not wish
to participate, or for whom participation was medically
contraindicated (e.g., those residents with allergies to
dog hair or dander). Each resident was interviewed to
determine his or her level of interest in the program.
The resident was provided with a description of the
program before it began, to insure that he or she knew
what the program entailed and how one could participate in
i t
.
Membership in either the experimental or control
conditions was based upon the floor on which the resident
resided. Individuals who were capable of providing valid
verbal response data and who resided on the lower
residential floor qualified for inclusion in the
experimental (visitation) group. Residents who were
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Will 'ns to participate in the data collection phase and
who resided on the upper level qualified for Inclusion In
the control (no visitation) group. Because residential
assignment to one of the two floors was an essentially
random process, differences between floors on patient
composition was believed to be minimal. Groups were
balanced for the mean age of subjects, the number of
subjects who were bedridden, and the proportion of women
to men.
Animals and Volunteers
The companion animals that were used in this program
were specially selected. Each underwent a thorough
physical examination by a licensed veterinarian in order
to assure good health and freedom from external and
internal parasites. Following the criteria established ov
Bustad (1980), each animal passed a test which assessed
temperament, obedience, and freedom from behavioral
problems. Prior to each visit, all of the animals were
thoroughly brushed in order to minimize hair shedding in
the facility. The volunteer handlers were thoroughly
familiar with the animals that were used (he or she was
the animal's owner), and had full control of the animal at
all times while in the facility. The program recruited the
use of four golden retrievers, one greyhound, one border
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come, two german shepherds, one dachshund, one standard
poodle, and two mixed breed dogs.
Each volunteer was interviewed at his or her home to
determine suitability for this program. Selection ot
volunteers was based upon a number of criteria which
included enthusiasm, cheerfulness, a willingness to make a
long-term commitment to the program, and suitability of
the volunteer's dog. Ten volunteers (seven females. 3
males) and two alternates (one female, one male) were
selected. Only two of the 12 volunteers had had previous
experience with nursing home settings and with working
with elderly inpatients. All of the volunteers
participated in an initial training meeting covering the
history and theoretical background of pet facilitated
therapy with the elderly, as well as a discussion of the
volunteer's purpose in the program. Training also covered
the expectations and responsibilities the position
entailed. The program volunteers were not briefed on the
research component of this study; they were naive to the
experimental hypotheses and did not participate in any
part of treatment evaluation. Ongoing meetings with the
volunteers insured that the program operated smoothly over
the course of the intervention. Orientation to the
facility and its rules and regulations was performed by
the Director of Volunteers at the facility.
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Assessment Instruments
S& It -Report - The geriatric Depression sral° <*
The Geriatric Depression scale, or GDS
, is a recent
development in the assessment of depression (Brink &
Yesavage, 1982) (see Appendix A). The content and design
of the scale was specifically developed for use with the
elderly. Originally, the Beck Depression Inventory (BDI;
Beck, Ward, Mendel son. Mock, and Erbaugh, 1961) was
considered for use in this evaluation, but comparisons of
the BDI to this new scale resulted in the selection of the
GDS. The BDI, while able to record changes in the
intensity of reported symptoms, requires that the subject
select a best-choice response from a set of four choices.
With elderly subjects, particularly those exhibiting some
cognitive deficits, this choice can confuse the subject
and potentially jeopardize the validity of the response
set. While Gallagher, Nies, and Thompson (1982) have
attempted to standardize the BDI for use with the elderly,
they have used only outpatient subjects, individuals who
presumably are higher functioning and are less likely to
be confused by the form of responding. The GDS requires
only dichotomous responding and is thus easier for the
oldersubject to fill out. Valid measurement of geriatric
depression using the BDI is further compromised by this
scale's heavy loading of physical symptomatology.
Physical symptoms may be valid indicators of depression
63
among younger subjects, but with the eioeriy such symptoms
may be the result of conditions having little relationship
to depression. The content of the items In the CDS are
selected especially for use with the elderly, and are
believed to be more sensitive measures of depression in
older c 1 ients.
Yesavage, Brink, Rose, Lum, Huang, Adey et al
. ( 1983 )
evaluated the validity and reliability of the GDS. and
compared it to the Hamilton Rating Scale for Depression
( HRS-D ; Hamilton, I960) and the Zung (1965) Self-Rating
Depression Scale (SDS). Cronbach's (1951) alpha
coefficient of internal consistency was 0.94, a value that
represents a high degree of internal consistency and
compares favorably with the values for the HRS-D and SDS.
which have alpha coefficients of 0.87 and 0.90
respectively. Split-half reliability (0.94), mean
interitem correlation (0.36), and median correlation with
total score (0.56) all represent satisfactory measures of
internal consistency, and each equaled or exceeded the
respective values for the HRS-D and SDS.
Yesavage et al . also compared the three scales on
their correlation with the Research and Diagnostic
Criteria (RDC) for depression. All of the scales
correlated well with the RDC, but the GDS and HRS-D were
more accurate at defining non-depressed , mildly depressed,
and severely depressed subgroups based on RDC evaluations.
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a valid
The Yesavage et al
. study suggests that the GDS is
and reliable Instrument toe assessing depression in the
e 1 der 1 y
.
Ihe Profile of Mnnd
The GDS provided a reasonably valid and reliable
indication of the subject's general level of depressive
behaviors. It appeared, however, to be designed for the
measurement of the more stable depressive characteristics
of the individual. It was unlikely to have the
sensitivity to detect subtle changes in depressed mood
over a short interval such as two weeks. In order to
compensate for this possible deficiency in measurement,
the Profile of Mood States, or POMS (McNair, Lorr
, 8.
Droppleman, 1971), was selected for assessing subtle,
transient changes in mood.
The POMS is 65 item, 5-point adjective rating scale
(see Appendix B;. Its item composition is representative
of a refinement of over 100 adjective scales, the items
identified by repeated factor analyses. The scale is
capable of deriving numerical representations of intensity
for six identifiable moods or affective states: Tension-
Anxiety; Depression-Dejection; Anger-Hostility; Vigor-
Activity; Fatigue-Inertia; and Confusion-Bewilderment.
Subjects select one of five levels of endorsement for each
adjective choice (e.g., "Gloomy" - Not at all, A little.
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Moderate 1 y , Quite a bit. Extremely). The subject is asked
to endorse each adjective as it would apply to how he or
she was feeling this past week, including today.
Typically, persons with at least a seventh grade education
have little or no difficulty in understanding the POMS.
With young adult subjects, the scale is usually completed
in less than ten minutes.
Although the POMS had not been used previously with
an inpatient elderly population, the measure appeared to
be appropriate for older subjects as long asspecial care
was used in its administration. The 15 items which
comprise the Depression-Dejection factor did not rely upon
somatic symptomatology, an important consideration in the
evaluation of depression in the elderly. The additional
factors in the POMS represent affective states that could
be affected by the visitation program; measurements of
change in these states were believed to be of use to this
study. Finally, the intensity modifier format of
responding to the items on this measure, while more
complicated than dichotomous responding, was simpler and
less confusing to the elderly subject than a response set
which changed from item to item Ce.g., the response format
of the Beck Depression Inventory).
The use of the POMS with the elderly in this study
required a slight modification in administration. The
POMS was read aloud to all subjects the first time in
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order to insure that the measure was fully understood.
Sudjects whd demonstrated the ability to sel f-admlnlster
the POMS in a valid and reliable manner were allowed to do
so. Other subjects continued to have the POMS read aloud
to them.
Behavioral Monitor i ng - T
h
e ger iatric Ration
The Geriatric Rating Scale, or GRS (Plutchik. Conte.
Lieberman-Bakar
, Grossman & Lehrman, 1970) (see Appendix
C), is a modification of the Stockton Geriatric Rating
Scale (Meer & Baker, 1966). It was de ve loped for use by
nurses and psychiatric aides in the assessment of
psychological functioning of the institutionalized
elderly. It is comprised of 28 three-point items, which
yield a quantitative indication of the level at which a
geriatric patient is able to function, both physically and
socially, in an intact, integrated manner. Plutchik'
s
original evaluation of this scale at the Bronx State
Hospital yielded acceptable indications of valid and
reliable measurement of geriatric functioning.
Correlation between psychiatric evalutions based on
interview and GRS ratings was 0.86. Correlation between
the wards' average GRS scores and a ranking of the wards
by staff psychologists on level of pathology was 0.95.
Interrater reliability for psychiatric aides who scored
the subjects was 0.87. A second study (Plutchik 8, Conte,
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The
1972) yielded an interrater reliability of 0.94.
Psychopharmacology Research branch of NIMH has Included
the GRS in its Assessment Battery for Nurses.
Smith, Bright and McCloskey <1977) factor analyzed
the GRS on a population of 370 ambulatory geriatric
patients at the Harlem Valley Psychiatric Center. They
found three factors: withdrawal/apathy <il items),
antisocial disruptive behavior <6 items), and deficits in
activities of daily living <7 items). Together, these
three factors accounted for 87.4 percent of the common
variance of the items.
This study made use of one of the these factors in an
analysis of behavior change among the participating
patients. The factor addressing withdrawal/apathy was of
particular interest, as the set of behaviors incorporated
in this factor would most closely resemble the
constellation of depressive behaviors.
SIRS ~ The Social Interaction Rating Scale
The Social Interaction Rating Scale, or SIRS, is a
time sampling behavior rating scale developed by the
investigator for this study. The SIRS allows an observer
to rate the subject's level of social interaction using a
simplified Likert-type scale. The rating is based upon
the subject's behavior during a fixed two minute time
interval
.
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o numerical ly
The SIRS uses a five-point scale t
define the behavior observed during the sampled time
interval tsee Appendix D). The score for any one interval
can range from -2 to +2. Negative scores indicate
antisocial behavior, or behaviors which serve to prevent
or discourage social interaction. More active attempts to
resist social Interaction Csuch as kicking, biting, or
yelling insults) are scored "-2", while less active
attempts Csuch as frowning or grimacing, or turning or
looking away) are scored "-1“
. Positive scores indicate
prosocial behaviors, or behaviors that serve to initiate
or sustain social interaction. More active attempts to
encourage interaction (such as verbal greetings,
conversation, touching, or approaching someone in a
nonaggressi ve manner) are scored "+2", while less active
prosocial behaviors Csuch as smiling or looking at
someone) are scored "+1". Behaviors which have no
observable social consequence (such as sitting alone
eating) are scored "0".
A copy of the SIRS scoring sheet is provided in the
Appendix D. Each scorer observes four subjects during an
evaluative period. A subject is observed for a two minute
interval, and then a score and a brief description of the
observed behavior is recorded.. The scorer then moves to
the next subject. After all four subjects are observed
and scored, the scorer returns to the first subject, and
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duplicates the above procedure. At the conclusion of the
evaluative period, each subject has been observed and
scored twice, for a total of four minutes. The scores for
each subject are summed, and this final score becomes that
subject's SIRS score for the evaluative period. Thus, any
subject's score could range from -4 to +4.
As this instrument was developed specifically for
this study, no previous validity or reliability measures
were available. Interrater reliability computations from
this study are presented in the Results section.
Variability Of Treatment Effect - Measuring r.j ff*
Experience and Attitude
The Pet Attitude and Experience Questionnaire (PAEQ)
was developed by this investigator (see Appendix E) to
assess the nature of the subject's past experiences with
pets and his or her current attitude toward them. The PAEQ
is composed of two parts: a fixed response section and a
free response section. The fixed response section is
constructed to provide a numerical representation of the
subject's attitudes and experiences. The free response
section provides for a qualitative description of some of
the more important experiences the subject has had with
pet animals.
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The fixed response section contains 36 statements; 16
of these statements address attitude toward pets, the
remaining 18 items address the subject's past experiences
with them. The eighteen statements that compose the first
section are from the Pet Attitude Scale, developed and
tested by Templer, Salter, Dickey, Baldwin, and Veleber
0981;. The items reflect opinions or attitudes people
might have about pets Each statement is read aloud to the
subject, who is asked if he or she agrees or disagrees
with it. Items endorsed in the keyed <*) direction
indicate a positive attitude toward pets. Those items
from the original list of 36 statements that correlated
significantly (p < 0.05) with Mar 1 owe-Crowne' s Social
Desirability scale were eliminated from the PAS, the
remaining 18 items do not correlate significantly with
socially desirable responding (r = 0.18, n.s.). These 18
items correlated insignificantly Cr = -.14; with Couch and
Keniston's (I960; measure of acquiescent responding.
Reliability indices indicate good internal consistency;
all items correlated at least 0.50 with the total scale,
and the Cronbach's Alpha coefficient was 0.93 (p < .001;.
A high score on this scale suggests that the subject has a
predominantly positive attitude toward pet animals; a
lower score reflects a less positive attitude.
The remaining 18 items in the fixed response section
were developed by the investigator, and address the
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with
subject' s learning history with regard to pet animals
Each statement describes an experience one could have
a pet. Each statement is read aloud to the subject, who
is asked if he or she has had that experience. An Item
endorsed in the keyed <#> direction indicates a positive
past experience with animals, or the lack of a aversive
experience. A high score on this scale reflects a
predominance of pleasant experiences with pet animals. A
low score indicates fewer pleasant experiences, and a
greater number of aversive experiences.
The free response section of the questionnaire asks
for qualitative descriptions of the subject's past
experiences with animals. Its purpose is to provide some
dimension to the fixed response score, and to examine
aspects of the subject's experiences that are not
accessible through limited choice responding. The focus
of the free response section is upon prominent memories
concerning animals, as these memories are likely to be
accounts of events that significantly shaped the quality
of the reinforcement history. This section is not scored,
but rather is used as a source of qualitative information.
Procedure
Prior to beginning the pet visitation program,
baseline data were collected from the pool of subjects.
The Profile of Mood States, the Geriatric Depression Scale
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selected for a
and the Geriatric Rating Scale had been
trial inclusion into the facility's regular patient
evaluation protocol. Members of the Geer staff agreed to
incorporate the scales into the evaluations of these
subjects, in order to determine the value for future use
with all of their patients. Thus, the Geer staff
administered the POMS, the GDS and the GRS
. The POMS and
the GDS were administered once every two weeks by members
of the facility's Department of Social Services. This
data collection began six weeks prior to the onset of the
program, allowing the acquisition of three baseline
readings from each subject. The GRS was administered
jointly by the nursing and recreational therapy staffs,
and followed the same schedule of data collection as the
GDS.
The selection of these assessment instruments for a
trial inclusion into the facility's standard patient
evaluation protocol had three distinct advantages for this
study. First, it allowed the data to be collected by
individuals naive to the experimental hypotheses, and thus
reduced the likelihood of experimenter bias contaminating
the data collection. Second, administration of the POMS
and the GDS by the facility's social workers increased the
probability that patients would respond in a valid fashion
to the instruments. Administration of this scale by "an
outsider" might have provoked defensive responding by the
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patients. Third, administration of both scales by
facility staff members (rather than by individuals
associated with the visitation program) six weeks prior to
the beginning of the treatment phase reduced the
likelihood that subjects would associate the data
collection with the pet visitation program. Such an
association could have jeopardized valid responding on the
POMS and the GDS in particular, as the subject might have
attempted to provide the "correct" answers (fewer
depressive feelings or thoughts) if she or he had realized
that the data collection was being used to evaluate her or
his response to the pet visitation program.
The Social Interaction Rating Scale was administered
by members of the nursing aide staff. For reasons of
facility and consistency, all observations were made
during the patient lunch period, in the facility's dining
room. This group behavior provided ample opportunity for
observing social interaction in an unobtrusive manner.
Four nursing aides, previously trained by this
investigator in administering the SIRS, served as scorers.
Each scorer was responsible for observing and recording
the behaviors of four subjects during the lunch period.
These four subjects varied from day to day, so that a
scorer did not consistently rate the same subjects.
Scorers positioned themselves in a location that minimized
the movement from one subject to the next. Scorers
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synchronized and timed observation and scoring periods
using digital watches set to quietly chime at one minute
intervals. Thus, each observation period was "two
chimes", each recording period was "one chime", and each
rest and repositioning period was "one chime". Scorers
sat a minimum of 15 feet away from each other. For the
purposes of determining interrater reliability, one out of
every eight observations was made simultaneously by
another scorer. Scorers were aware of the regular
reliability check, but did not know which of their
observations was being duplicated.
The scorers observed and recorded subjects' behaviors
for three days out of every week. Only the 36 ambulatory
subjects were observed, since bedridden subjects did not
have consistent access to a regular social event. Scorers
were able to observe each ambulatory subject on one
occasion each week. Thus, for every two week data
collection interval, eight minutes of the subject's
behavior constituted the behavior sample. Scores from the
two weeks were summed, providing a total SIRS score for
each data collection interval. These total scores could
range from -8 (consistently active antisocial behavior) to
-*-8 (consistently active prosocial behavior).
One week prior to the beginning the baseline data
collection phase, the investigator administered the PAEQ
to all of the potential subjects who were willing to be
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interviewed. He introduced himself as the program
director of the pet visitation program (by this time, the
patients were aware of the program and its start-up date;,
described his interest in people's experiences and
attitudes toward pets, and then asked the subject if he or
she would be willing to answer a few questions about pets.
The investigator then administered the PAEQ. Patients
were able to refuse participation. These patients were
not included in the investigation, but if they resided on
the same floor as the experimental subjects, they were
still able to participate in the visitation program.
The design of the visitation program followed the
guidelines established for such programs by PACT (People
and Animals Coming Together) (McCleod, 1987 ). Twice each
week, the volunteers brought their pet dogs to the
treatment floor (i.e., the floor selected for experimental
participation) of the nursing facility. The visits
consisted of room-to-room encounters between the subject
and an animal and its volunteer handler. Each visit
typically lasted twenty minutes. Total contact time for
each resident was approximately forty minutes per week.
Instructions to the volunteer on how to interact with
the elderly participant were kept to a minimum. Other
visitation programs had noted that such instruction had
generally been more of a hindrance than a help to the
volunteer. The volunteers were told to "just relax and
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enjoy the visit", and were cautioned against counseling
the participant or attempting to act as a "therapist."
Conversation, however, was not restricted in any other
way
.
Experimental subjects participated in the visitation
program described above. Control subjects did not
participate in the program, but did have access to
alternative recreational activities made available by the
recreational therapy staff. This alternative recreation
varied in content, but always consisted of programs that a
majority of the patients considered desirable. Examples
of alternative programs included singalongs and reading
a 1 oud.
After the commencement of the visitation program,
administration of the assessment measures continued at two
week intervals for 12 weeks. At the end of the 18 week
evaluation period, data collection was reduced to monthly
administrations by the facility's staff. Visits by the
the pet animals and the volunteers continued on the weekly
schedule during this follow-up period. Included in the
final evaluation of the treatment effect was a three month
follow-up of the participating subjects. The visitation
program was still in operation during this assessment.
After the study was completed, the visitation program was
expanded to include both residential floors, thereby
providing access to the program for the control subjects.
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CHAPTER V
RESULTS
CrQUP Compos it-inn
Table 2 presents summary statistics for the composition
of the experimental and control groups. The essentially
i. andom process of patient admission to the two facility
floors readily allowed for balancing of groups across a
number of variables. The mean age and distribution of ages
in tne two groups were nearly identical (79.2 years (S.D.
8.1 years) and 79.4 years (S.D. 8.5 years) for the
experimental and control groups, respectively). The
representative subject in this study was si Ightly younger
than the average facility patient (79.3 years vs. 84.2
years). Given that older subjects were more likely to have
cognitive impairments and therefore be excluded from the
study, this mean age difference was expected. Male subjects
were on the average younger than female subjects (72.8 years
vs. 81.2 years for the experimental group and 73.2 years vs.
81.3 years for the control group). This difference was
representative of the mean age difference between the sexes
in the facility, and was consistent with differences found
in other nursing homes, as reported in the literature.
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TABLE 2
Summary of Group Composition
Descriptive
Variable
Experimental
Group
Control
Group
Group Size 25 25
Sex Composition 14 females 14 females
6 males 6 males
Age /9.2 (8.1) years 79 .4 (8.5) years
Females 81.2 (7.4) years 81.3 (6.9) years
Males 72.8 (6.4) years 73.2 (7.1) years
Mobility 13 ambulatory 13 ambulatory
7 bedridden 7 bedridden
Length of Time
in Facility
3.3 (2.1) years 3.3 (2.1) years
PAEQ Scores 25.4 (6.3) 24.8 (6.4)
Attitude Score 12.2 (3.3) 11.7 (3.2)
Experience Score 13.3 (3.2) 13.3 (3.6)
Note. Figures in parentheses represent standard
deviations
.
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Experimental and control groups each had the same
Proportion of females to males. Seventy percent of the
suojects were females, a proportion equivalent to the
facility's female population (76 percent females). Each
group had the same number of bedridaen subjects <7 in each
group), aefineo as subjects who were not aole to leave their
rooms and move about the facility without staff assistance.
AmDuiatory subjects were defined as those subjects who were
capable of movement within the facility without personal
assistance, and included individuals who required walkers or
wheelchairs to assist in this movement.
The mean length of time that subjects had been 1 iving
in the facility was 3.3 years. Mean length of stay was the
same in the two groups. The study's average of 3.3 years
was noticeably shorter than facility's average of 5.6 years.
This difference could be attributed, in part, to the
slightly younger average age of the participating subjects.
General- Effects of the Treatment
Analyses Employed in the Evaluation of Treatment Outcome
The statistical design of this portion of the
investigation was a one-way analysis of variance with
repeated measures. The omnibus F-test was used to determine
if any of the possible contrasts within a given dependent
measure was significant (g. < .05). Summary ANOVA tables are
presented at the end of this chapter. Individual planned
comparisons used the Bonferronl t-test, which allowed for
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tne control of Type I error associated with multiple
comparisons. Planned comparisons Included the analysis of
group differences at a given point In the program <l.e.. at
case line, twelve weeks, and the three month follow-up), as
well as analyses within a group over time (e.g., baseline
score vs. twelfth week score for the experimental group).
Levene-s test was used for determining homogeneity of
variance. When variances were homogeneous, the Bonferroni t
statistic was computed using a pooled variance. When
variances were heterogeneous, the Bonferroni t statistic was
computed using the separate variances.
Self-report Measures
Figures 1 through 7 graphically depict the effects of
the intervention as revealed by subject self-report. A
table accompanies each figure; it presents summary
statistics and the results of the planned comparisons.
Baseline comparisons of the experimental and control groups
revealed that they were clinically indistinguishable from
each other prior to the onset of the intervention. On the
Geriatric Depression Scale (Figure 1, Table 3), and on each
of the six subscales of the Profile of Mood States (Figures
2 through 7, Tables 4 through 9), experimental subjects
improved significantly from baseline measures. By the
twelfth week of the program, experimental s subjects reported
significantly fewer subjective complaints than the control
subjects. Control subjects showed no change in subjective
complaints over the course of the twelve week treatment.
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Three month follow-up measurements revealed that the
ooserved Improvements in experimental subjects were
temporally stable. A “floor effect" was observed, in that
the improvement appeared to reach a fixed limit, despite the
fact that the program was ongoing.
On the GDS
, experimental subjects exhibited an average
decrease of nearly four points (1(24) = 3.61, g < .001)
(Figure 1, Table 3). This corresponds to endorsing four
tewer GDS statements that address subjective feelings or
cognitions associated with a stable depressive condition.
Clinically, the average experimental subject was "mildly
depressed" during baseline, improving to a level that would
be best defined as "high normal" on this scale. This "high
normal" category corresponds a level of depression that
exists midway between the clinical categories of "normal
non-depressed" and "mildly depressed". Control subjects
exhibited no change over time on this self-report measure
(1(24) = 0.33, n
. s . )
.
Improvements exhibited by the experimental subjects on
the POMS were consistent across all subscales. On the
Depression subscale (Figure 2, Table 4), the average
experimental subject exhibited a decrease of 12 points
(1(24) = 3.91, g < .001). Baseline self-reports averaged a
"moderate" endorsement (score "2") for each of the 15
depression-related adjectives. In contrast, twelfth week
treatment self-reports among the experimental subjects
averaged a "mild" endorsement (score "1") for each
82
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FIGURE
1
The
effect
of
the
treatment
program
on
subject
self-
report
as
measured
by
the
Geriatric
Depression
Scale.
Data
was
collected
over
two
week
intervals.
TABLE 3
Effect of Treatment on Geriatric Depression Scale Scores
Change from baseline within each group
Group
ft SD t Significance
Experimental (n = 25)
Basel ine 12.7 5.3
12th week 9.4 4.3 3.61 * **
3 months 9.6 4.7 3.44 * * *
Control (n = 25)
Baseline 13.3 5.7
12th week 13.5 5.8 0.33 n.s.
3 months 14.3 6.1 0.52 n.s.
Differences between groups at twelve weeks
Group PI SD t Signi f icance
Experimental
vs. Control
9.4
13.5
4 .
3
5.8
2.86. * *
Differences between groups at three months
Experimental
vs. Control
9.6 4.7
3.04 **
14.3 6.1
* p < 0 . 05 ** p < 0.01 *** p < 0.001
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FIGURE
2
The
effect
of
the
treatment
program
on
subject
self-
report
as
measured
by
the
Depression/Dejection
subscale
of
the
Profile
of
Mood
States.
TABLE 4
Effect of Treatment on POWS - Depression/De jection Scores
Change from baseline within each group
Croup
W SD t Significance
Experimental (n -- 25)
Baseline 29.7 13.3
12th week 17.6 10.6 3.91 ***
3 months 18.0 10.8 3.42 ***
Control <n - 25)
Baseline 28.0 11.4
12th week 29.2 10.6 0.22 n
. s .
3 months 28.0 10.6 0.02 n.s.
Differences between groups at twelve weeks
Group 14 SD t Significance
Experimental 17.6 10.6
3.85. ***
vs. Control 29.2 10.6
Differences between groups at three months
Experimental 18.0 10.8
3.58 ***
vs. Control 28.0 10.6
* p < 0.05 ** p < 0.01 *** p < 0.001
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adjective. Thus, experimental subjects who originally saw
themselves as moderately depressed during baseline, reported
themselves as only mildly depressed by the twelfth week.
This change was maintained through the three month follow-
up. Control subjects reported no change over time in their
levei of depressed mood (1(24) = 0.22, n.s.).
With regard to the remaining subscales, experimental
subjects reported fewer complaints than did controls by the
end of the twelfth week. They perceived themselves as
significantly less anxious (1(24) = 3.02, £ < .01) (Figure
3, Table 5), less angry <t(24) = 3.95, £ < .001) (Figure 4,
Table 6), less fatigued (1(24) = 2.84, £ < .01) (Figure 5,
Table 7), and less confused (1(24) = 2.48, £ < .01) (Figure
6, Table 8). Correspondingly, experimental subjects
reported feeling significantly more vigorous by the twelfth
week of treatment (1(24) = 2.38, £ < .01) (Figure 7, Table
9). All improvements exhibited by the experimental subjects
were maintained through the three month follow-up. Control
subjects remained essentially unchanged during the course of
the Intervention (all 1 values not significant), according
to the self-report measures.
Behavioral Monitoring Measures
The results of the intervention as assessed by the
Dehavioral monitoring instruments are illustrated in Figures
8 through 10. Summary tables follow each figure.
Consistent with the results of the self-report data,
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FIGURE
3
The
effect
of
the
treatment
program
on
subject
self-
report
as
measured
by
the
Tension/Anxiety
subscale
of
the
Profile
of
Mood
States.
TABLE 5
Effect of Treatment on POMS - Tens! on/ Anxiety Scores
Change from baseline within each group
Group
M SD t Significance
Experimental < n - 25)
Baseline 13.2 6.2
12th week 10.2 4
.
6
3.02 **
3 months 10.1 4.5 3.13 **
Control (n = 25)
Baseline 15.2 6.0
12th ueek 15.2 5.8 0.04 r.
. s .
3 months 16.7 6.0 0.58 n
. s
.
—
Differences between groups at twelve weeks
G roup M SD t Significance
Experimental 10.2 4.6
3.35 *
vs. Control 15.2 5.8
Differences between groups at three months
Experimental 10.1 4.5
4.39 Xr * *
vs. Control 16.7 6.0
* p < 0.05 ** p < 0.01 *** p < 0.001
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Profile
of
Mood
States.
TABLE 6
Effect of Treatment on POMS - Anger/Hostility Scores
Change from baseline within each group
Group
M SD t Siqnifica
Experimental (n = 25)
Baseline 12.0 5 .
4
12th week 8.2 2.6 3.95 ***
3 months 8.3 2.5 3.92 * * *
Control (n = 25)
Baseline 12.2 5.7
12th week 11.8 4 .5 0.88 n . s .
3 months 12.8 4.4 0.34 n . s
.
Differences between groups at twelve weeks
Group M SD t_ Significance
Experimental 8.2 2.6
3.49 **
vs. Control 11.8 4.5
Differences between groups at three months
Experimental 8.3 2.5
4.48 ***
vs. Control 12.8 4.4
p < 0.05 ** p < 0.01 *** p < 0.001
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FIGURE
5
The
effect
of
the
treatment
program
on
subject
self-
report
as
measured
by
the
Fatigue/inertia
subscale
of
the
Profile
of
Mood
States.
TABLE 7
Effect of Treatment on POMS - Fatigue/ I nertia Scores
Change from baseline within each group
Group
n SD t Significance
Experimental (n - 25)
Baseline 13.8 4.3
12th week 11.1 4.0 2.84 * *
3 months 10.8 4.4 3.61 ***
Control < n = 25)
Baseline 13.9 4 .
1
12tn week 14
.
3
3.9 0.67 n . s
.
3 months 14
.
9
4.7 0.70 n . s
Differences between groups at twelve weeks
Group 14 SD t Significance
Experimental 11.1 4.0
2.87 *
vs. Control 14.3 3.9
Differences between groups at three months
Experimental 10.8 4.4
3.22 **
vs. Control 14.9 4.7
p < 0.05 ** p < 0.01 *** p < 0.001
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FIGURE
6
The
effect
of
the
treatment
program
on
subject
self-
report
as
measured
by
the
Confusion/Bewilderment
subscale
of
the
Profile
of
Mood
States.
TABLE 8
Effect of Treatment on POUS - Conf usion/Beuilderment
Scores
uithin each group
Group M
~~
!?. kO. t Significance
Experimental (n = 25)
Baseline 12.3 4.8
12th week 10.1 3.6 2.48 * *
3 months 10.4 4 .6 2.12 ir
Control (n = 25)
Basel! ne 12.3 3.7
12th week 13.7 3.6 0.44 n . s .
3 months 13.0 3.4 0.35 n
. s .
Differences between groups at twelve iweeks
Group M SD t Significance
Experimental 10.1
i ii
CO
1
.
i
cn
iIi
3.60 * * *
vs. Control 13.7 3.6
Differences between groups at three months
Experimental
vs. Control
10.4 4.6
13.0 3.4
2.21 **
p < 0.05 ** p < 0.01 *** p < 0.001
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FIGURE
7
The
effect
of
the
treatment
program
on
subject
self-
report
as
measured
by
the
Vigor/Activity
subscale
of
the
Profile
of
Mood
States.
TABLE 9
Effect of Treatment on POHS - Vigor/Act ivity Scores
Change from baseline within each group
Group M SO t Significance
Experimental <n = 25)
Baseline 11.4 3.9
12th week 12.5 4.4 2.38 Hr *
3 months 13.6 4.4 3.50 * * *
Control <n -- 25)
Baseline 11.0 3.2
12th week 9.1 2.4 1 . 46 n
. s
.
3 months 10.0 4.0 1 .20 n . s
Differences between groups at twelve weeks
Group H SD t Significance
Experimental 12.5 4.4
3.33 **
vs. Control 9.1 2.4
Differences between groups at three months
Experimental 13.6 4.4
2.99 **
vs. Control 10.0 4.0
p < 0.05 ** p < 0. 01 *** p < 0.001
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experimental ana control groups were statistically
indistinguishable from each other at baseline. No
significant changes over time were noted In either group
during the six wee* baseline period. However, by the end of
the twelfth week of the visitation program, experimental
subjects had improved significantly from baseline, and were
now clinically distinct from the control group. Control
subjects did not change significantly over the course of the
intervent i on
.
On the Geriatric Rating Scale, nurse observers notea
that Dy the twelfth week of the program, experimental
subjects exnibited significantly fewer behaviors described
as confused, disoriented, or disinterested (£(24) = 3.10, g
< .01) (Figure 8, Table 10). The Withdrawal/Apathy factor
highlighted the improvements within the experimental group,
with many subjects exhibiting fewer behaviors associated
with social withdrawal, including poor attendance at group
activities, lack of conversation with other patients or
staff, and more behaviors associated with, social engagement,
including improved eye contact, increased attention span,
and an increase in Involvement with other patients (£.(24) =
3.11, g < .01) (Figure 9, Table 11). These observed
improvements among the experimental subjects were maintained
through the three month follow-up (t.(24) = 3.14, g < .01).
Nurse observers did not note any significant changes in
behavior within the control group over the course of the
treatment period (i(24) = 0.23, n.s.).
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FIGURE
8
The
effect
of
the
treatment
program
on
levels
of
observed
maladaptive
functioning
as
measured
by
the
Geriatric
Rating
Scale
Total
Score.
TABLE 10
Effect of Treatment on GRS Total Scores
Change from
Group
baseline within each group
if Si gni f i cance
Experimental <n = 25)
Raseline 20.3 7.2
12th week 13.7 7.2 3.10 *
3 months 13.8 6.8 3.14 * *
Control (n - 25)
Basel i ne 19.9 7.3
12th week 19
.
8
6.9 0.23 n . s
3 months 19.4 6.3 0.54 n . s
—
Differences between groups at twelve weeks
^rou P
111 SD t Significance
Experimental 13.7
vs. Control 19.8
7.2
6.8
3.04 * *
Differences between groups at three months
Experimental 13.8 6.8
vs. Control 19.4 6.3
p < 0.05 ** p < 0.01 *** p < 0.001
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The Social Interaction Rating Scale (SIRS) documented
cnanges In social activity for the 36 ambulatory subjects.
Overall Interrater reliability was acceptable, at 0.87.
Reliability improved over the course of the data collection,
with the first half interrater reliability at 0.81, and
reliability over the second half of the collection period at
0.93. The scorers were more likely to agree on whether the
observed behavior was antisocial, nonsocial, or
prosoc i a 1 ( i . e
. ,
-0". or "+") (r = 0.95), but less
likely to agree on whether it was active or passive behavior
C i .e.
,
"1" vs. "2" ) (r = 0.77)
.
The results of the SIRS compare favorably with the GRS
(Figure 10, Table 12). The experimental and control groups
were similar In their exhibition of social behaviors during
baseline. Ambulatory experimental subjects were observed as
being significantly more prosocial as the treatment
progressed (£(if) = 3.25, g < .01). Control subjects
remained unchanged over the course of the treatment (£(17) =
1.14, n.s.). Experimental subjects maintained much of the
observed improvements through the three month follow-up,
although there was some reduction in the degree of prosocial
activity observed at three months (£(17) = 3.10, g < .01).
Use of the PAEQ as a Discriminator of Treatment Effect
A qualitative examination of the distribution of PAEQ
scores within each group revealed the presence of a distinct
bimodal distribution (Figure 11). Scores on the PAEQ
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TABLE 11
Effect of Treatment on GRS l*Ji t hd raua 1/Apathy Scores
Change from baseline within each group
Group
n SD t Significance
——
Experimental <n = 25)
Baseline 11.7 3.8
12th week 8.0 3.7 3.11 * *
3 months 0.4 4 . 1 2.96 * *
Control (n = 25)
Baseline 11.6 4 . 3
12th week 10.7 3.6 0.78 n . s .
3 months 11.4 4.6 0.21 n . s .
—
Differences between groups at twelve weeks
Group M SD t Significance
Experimental
vs. Control
8.0
10.7
3.7
3.6
2.66 *
Differences between groups at three months
Experimental r-
1
CO
2.38 *
vs. Control 11.4 4.6
p < 0.05 ** D < 0.01 *** p < 0.001
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FIGURE
10
The
effect
of
the
treatment
program
on
levels
of
observed
prosocial
interaction
as
measured
by
the
Social
Interaction
Rating
Scale.
TABLE 1?
Effect of Treatment on Social
Scores
Interaction Rating Scale
Change from baseline within each group
Group W SD t Significance—
Experimental (n = 18)
Baseline 3.1 3.3
12th week 4.9 1
.
5
3.25 **
3 months 4.3 0.9 3.10 **
Control (n = 18 )
Basel i ne 3.2 2.1
12th week 2.6 2.3 1.14 n
. s
.
3 months 2.6 1.8 1-43 n
. s
—
Differences between groups at twelve weeks
Group PI SD t. Significance
Experimental 4 .
9
1 .
5
3.41 * *
vs. Control 2.6 2.3
Differences between groups at three months
Experimental 4.3 0.9
vs. Control 2.6 1.8
3.45 **
p < 0.05 ** p < 0.01 *** p < 0.001
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usterea arouna an upper figure of 30. and a lower figure
of 19. This clustering was similar in both groups. There
were no scores in either group between 23 ana 26.
Because of this decidedly non-normal distribution,
certain assumptions about using the PAEQ score as a
continuous, normally distributed covariate were violated.
The decision was made to consider the variable as discrete
by determining a cut-off score (which was 25) and creating
two distinct groups. High scoring subjects were defined as
those individuals who had a PAEQ greater than 25. Their
lower scoring counterparts had PAEQ scores less than 25.
The creation of this new discrete independent variable
allowed for subsequent analyses to conform to a two-way
analysis of variance with repeated measures. The original
experimental and control grouping served as one independent
variable, and the PAEQ grouping served as a second
independent variable. Thus, this portion of the study
involved a total of four defined study groups. EXHI
subjects were members of the experimental- group with high
PAEQ scores. EXLO subjects were the remaining experimental
subjects with lower PAEQ scores. CTHI subjects were control
subjects with high PAEQ scores. CTLO subjects were control
subjects with lower PAEQ scores.
Analyses Employed in the Evaluation of the Effect of PAEQ
The omnibus F-test was used to determine whether any
pair of contrasts within each dependent measure was
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Significant < tt < .05). If the variance of alfference scores
were homogeneous Ci.e.. the sphericity assumption was
valid), then the traditional F-test was employed.
Violations of the sphericity assumption required the use of
the more conservative Greenhouse-Ge 1 sser correction for the
F-test
.
In the analysis of variance, we were most interested In
the three-way interaction between the repeated measure
.
time, and the two independent variables. A significant
three-way interaction supported the assertion that at least
one of the four newly defined groups achieved a significant
change from baseline levels on a given dependent variable.
Individual planned comparisons, using the Bonferroni t test,
were used to determine the significance of each group's
change from baseline, and to compare groups at a given point
in the program.
Self-report Measures and the PAEQ
Figures 12 through 19 and the corresponding tables
depict the relationship of the PAEQ score to treatment
effectiveness as assessed by the self-report data.
While there appears to be a consistent difference
between EXHI and CTHI groups and EXLO and CTLO groups on
Geriatric Depression Scale scores during the baseline phase
(Figure 12), this difference proved to be statistically
insignificant (£(1, 46) = 1.70, n.s.). By the twelfth week,
however, experimental subjects who scored high on the PAEQ
108
scale ( EXHI ) were significantly less depressed than at
baseline (£(13) - 4.11, £ < .001), and less depressed than
the control subjects (1(46) = 3.04, g < .05) (Table 13).
This change of five points on the GDS represents a
clinically significant improvement. The EXLO group,
however, was statistically indistinguishable from the two
control groups (CTHI and CTLO) (1(46) = 0.89, n.s.), and
failed to show significant improvement from baseline ( 1 ( 10 )
1.61, n.s.). By the three month follow-up, the EXHI group
demonstrated maintenance of this improvement ( 1 ( 13 ) = 4 . 13
,
& <- .001), and was now statistically distinct from the EXLO
group (1(46) = 2.76, g < .05). The EXLO group failed to
show any significant change from baseline ( 1 ( 10 ) = 1 . 35 ,
n.s.), ano remained statistically similar to the two control
groups (1(46) = 0.94, n.s.).
A similar influence of PAEQ scores on treatment
effectiveness was observed on all of the POMS subscales. On
the POMS Depression subscale, groups were clinically similar
at baseline (£(1. 46) = 1.81, n.s.). The- EXHI group was the
only group to improve significantly over the treatment
period (1(13) = 4.46, g < .001) (Figure 13, Table 14).
Again, the EXLO group was statistically similar to the high
and low scorers in the control group (1(46) = 1.38, n.s.),
failing to demonstrate any significant reduction in self-
perceived depressed mood (1(10) = 2.48, n.s.). The subjects
in the EXHI group lowered their depression scores by 14
points, a clinically substantial reduction. On the average.
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FIGURE
12
The
interactive
effect
of
the
PAEQ
grouping
on
treatment
outcome
as
measured
by
the
Geriatric
Depression
Scale.
TABLE 13
Effect of Treatment on Geriatric Depression Scale Scores
Change from baseline within each group
Group
M SD t 6 ignif icance
EXHI (n = 14)
Baseline 11.9 5.4
12th week 7.7 3.5 4
. 11 * *
3 months 7
.
5
4
.
0
4.13 ***
EXLO ( n - 11
)
Baseline 13.7 5.2
12th week 1 1 . b 4
. 1.61 n
. s .
3 months 12.2 4.3 1 . 35 n
. s
.
CTHI <n - 12)
Baseline 12.3 6.0
12th week 13.8 6.2 0.95 n . s
3 months 14.7 6.8 1 . 48 n . s .
CTLO < n = 13)
Baseline 14.4 5.5
12th week 13.2 5.6 1 . 28 n . s
.
3 months 13.8 5.6 1.09 n . s
* p < 0.05 ** p < 0.01 *** p < 0.001
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TABLE 13 (continued)
Di f f erences between groups at twelve weeks
Bonf erroni t scores and significance levels
Group EXHI EXLO CTHI
EXHI —
EXLO 2.36 —
CTHI 3.13 * 1.06
CTLO 2.94 * 0.7ft 0.29
CTLO
Differences between groups at three months
BOn
!
e
^°ni t scores and significance levels
Group EXHI EXLO CTHI
EXHI
EXLO
CTHI
CTLO
* p < 0.05 ** p < 0.01 *** p.< 0.001
2.76 *
3.31 * 1.09
3.26 * 0.79 0.34
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FIGURE
13
The
interactive
effect
of
the
PAEQ
grouping
on
treatment
outcome
as
measured
by
the
Depression/Dejection
subscale
of
the
Profile
of
Mood
States.
TABLE 14
Effect of Treatment on POMS - Depression/Dejection Scores
Change from baseline within each group
Group W SD t Si gni 1 icance
—
BXHI <n = 14)
Basel! ne 27.1 13.7
12th week 13.6 7.1 4.46 * * *
3 months 14
.
5
8.1 4 .14 * * *
EXLO <n = 11)
Basel i ne 30.1 13.1
12th week 22.7 12.
3
2.48 n . s
.
3 months 22.4 12.4 2.53 n . s
CTHI < n = 12)
Baseline 24.4 11.3
12th week 30.5 11.6 1 .78 n . s
.
3 months 30.0 11.6 1 .56 n . s
CTLO <n = 13)
Baseline 31.0 10.8
12th week 27.9 9.9 0.89 n . s
3 months 27.5 9.8 1.01 n . s
* p < 0.05 ** p < 0.01 *** p < 0.001
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TABLE 14 (continued)
Differences between groups at twelve weeks
scores an(i significance levels
Gf°“P EXHI EXLO CTHI
EXHI
EXLO 2.18 —
CTHI 4.28 *** 1.59 —
CTLO 3.49 ** 1 . 07 0.68 —
Di f f erences between groups at three months
Bonf er roni t scores and significance level
s
Group EXHI EXLO CTHI CTLO
EXHI —
EXLO 1.86 —
CTHI 3.83 ** 1 . 77 —
CTLO 3.15 ** 1 . 17 0.59
* p < 0.05 ** p < 0.01 *** p < 0.001
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FIGURE
14
The
interactive
effect
of
the
PAEQ
grouping
on
treatment
outcome
as
measured
by
the
Tension/Anxiety
subscale
of
the
Profile
of
Mood
States.
TABLE 15
Effect of Treatment on POMS Tension/Anxiety Scores
Change from baseline within each group
C^roup W SO t Significance
——
EXEI (n = 14)
Baseline 12.6 6.5
12th week 9.1 4.5 3.36 * *
3 months 9.0 4
.
2
3.44 * *
EXLO < n - 11)
3asel ine 14
.
1
5.9
12th week 11.6 4 .
7
2.88 *
3 months 11.5 4.6 2.98 *
CTHI (n = 12)
Baseline 14 .
4
6.6
12th week 15.9 6.5 1 . 89 n . s
.
3 months 17.3 6.5 2.44 n . s
CTLO (n = 13)
Baseline 16.1 5.4
12th week 14 . 6.6 1.23 n . s .
3 months 16.0 5.5 0.12 n . s .
* p < 0.05 ** p < 0.01 *** p < 0. 001
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TABLE IB (continued)
Differences between groups at twelve weeks
Bonferroni t scores and significance levels
Group EXHI EXLO CTHI CTLO
EXHI —
EXLO 1.18 —
CTHI 3.36 ** 2.00 —
CTLO 2.56 * 1 . 27 0.72
Di f f erences between groups at three months
Bonferroni t scores and significance levels
Group EXHI EXLO CTHI CTLO
EXHI —
EXLO 1.19 —
CTHI 4.08 *** 2.66 * —
CTLO 3.36 ** 1 . 17 0.59
* p < 0 .05 ** p < 0.01 *** p < 0.001
119
tXHI subjects who saw themselves as moderately depressed at
the start of the treatment, reported themselves as being
only mildly depressed by the twelfth week. This change was
maintained through the three month follow-up CiC 13 ) = 4 . M>
2. < .001 ) .
On the POMS Tension subscale, EXHI subjects showed the
most dramatic Improvement from baseline, reporting
significantly i ess anxiety by the twelfth week <_t(l3) =
3.36, a < .01) (Figure 14, Table 15). EXLO subjects also
improved significantly Ct(10) = 2.88, a < .05), while the
control groups remained uncnanged. The improvements made by
the experimental subjects were maintained through the three
month follow-up.
On the remaining POMS scales, only the EXHI group
achieved significant improvement from baseline. On these
scales, the EXLO group and the control group failed to show
significant change. On the average, EXHI subjects reported
feeling significantly less angry (1(13) = 3.45, £ < .01)
(Figure 15, Table 16), less fatigued (1(1-3) = 3.39, £ < .01)
(Figure 16, Table 17), and less confused (1(13) = 3.08, a <
.01) (Figure 17, Table 18). EXHI subjects also reported
feeling significantly more vigorous when compared with their
subjective assessment during the pretreatment baseline
(1(13) = 3.44, £ < .01) (Figure 18, Table 19).
Behavioral Monitoring Measures and the PAEQ
On the Geriatric Rating Scale, all groups scored
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FIGURE
1
5
The
interactive
effect
of
the
PAEQ
grouping
on
treatmen
outcome
as
measured
by
the
Anger/Hostility
subscale
of
the
Profile
of
Mood
States.
TABLE 16
Effect of Treatment. on POMS Anger/Ho stili ty Scores
Change from baseline within each group
Group
n SD Significance
EXHI <n = 14)
Baseline 11.7 6.8
12th week 7.1 2.4 3.45 * ir
3 months 7.3 2.3 3.36 * *
EXLO < n = 11)
Baseline 12.5 3.0
12th week 9.6 2.2 2.31 n . s
.
3 months 9.5 2.1 2.44 n . s
CTHI <n = 12)
Basel ine 12.2 A.
9
12th week 10. B 3.6 1.78 n . s
3 months 11.6 4.3 1.26 n . s
.
CTLO (n = 13)
Baseline 12.9 4.6
12th week 12.8 5.2 0.12 n . s
3 months 14.2 4.4 0.99 n . s
* p < 0.05 ** p < 0 . 0.1 *** p < 0.001
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TABLE 16 (continued)
Differences between groups at twelve weeks
Bonferroni
1t scores and significance levels
Group
EXHI
EXHi exlo cthi ctlo
EXLO 2.72 *
CTHI 3.11 * 0.84
CTLO 3-54 ** 2.01 1.14
Differences between groups at three months
Bonferroni t scores and significance levels
Group
EXHI
DXHI EXLO CTHI CTLO
EXLO 2.53
CTHI 3.23* 1.54
CTLO 4.86 *** 3.25* 1.47
i1
to
i1
V
11
CL
11
*
1111
05 ** p < 0.01 *** p < 0.001
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FIGURE
16
The
interactive
effect
of
the
PAEQ
grouping
on
treatmen
outcome
as
measured
by
the
Fatigue/inertia
subscale
of
the
Profile
of
Mood
States.
TABLE 17
Effect of Treatment on POWS - Fatigue/Inertia Scores
Change from baseline within each group
Group
n SD Signif icance
EXHI <n = 14)
Baseline 14.1 4.3
12th week 9.7 3.2 3.39 * *
3 months 9.2 3.5 3.94 *
EXLO (n = 11)
Baseline 13.4 4.6
12th week 12.9 4.3 0.92 n . s .
3 months 12.7 4.7 0.88 n
. s
.
CTHI (n = 12)
Baseline 13.5 5.1
12th week 14 .
5
4.3 1 .13 n . s
.
3 months 14.1 5.2 1.23 n . s
.
CTLO (n = 13)
-
Baseline 14.3 4.4
12th week 14.1 3.6 0.10 n . s
3 months 15.7 4.1 1.09 n . s
* p < 0.05 ** p < 0.01 *** p < 0.001
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TABLE 17 (continued)
Di f f erences
Bonf er roni
between
t scores
groups at twelve weeks
and significance levels
Group EXHI EXLO CTHI CTLO
EXHI —
EXLO 2.06 —
CTHI 3.25 ** 1 . 03 —
CTLO 2.88 * 0.73 0.29 —
Di f f erences between groups at three months
Bonf er roni t scores and significance levels
Group EXHI EXLO CTHI CTLO
EXHI —
EXLO 1 . 98 —
CTHI 3.72 ** 0.79 —
CTLO 2.91 * 1 . 60 0.86
* p < 0.05 ** p < 0.01 *** p < 0.001
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FIGURE
17
The
interactive
effect
of
the
PAEQ
grouping
on
treatment
outcome
as
measured
by
the
Confusion/Bewilderment
subscale
of
the
Profile
of
Mood
States.
TABLE 18
Effect of Treatment on PONS - Confusion/Bewilderment
Scores
Change from baseline within each group
Group M SD t s ignif icance
EXHI (n = 14)
Baseline 11.8 4 .
7
12th week 8.8 2.7 3.08 * *
3 months 8.5 3.2 3 . 27 * *
EXLO (n = 11)
Baseline 13.0 5.1
12th ueek 11.7 4.0 1 . 13 n . s
.
3 months 12.9 5.0 0.14 n . s
CTHI (n = 12)
Baseline 12.6 3.9
12th ueek 13.4 3.9 0.89 n . s .
3 months 12.5 3.3 0.16 n . s .
CTLO (n = 13) '
Baseline 12.0 3.6
12th ueek 14.1 3.3 1.88 n . s
.
3 months 13.5 3.6 1 . 47 n . s
* p < 0.05 ** p < 0.01 *** p < 0.001
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TABLE 10 (continued)
Differences between groups at twelve weeks
Bonferroni t scores and significance levels
Group EXHI EXLO CTHI CTLO
EXHI
EXLO 2.10
CTHI 3.43 * * 1 . 16
CTLO 3.87 ** 1.62 0.50
Differences between groups at three months
Bonferroni t scores and significance levels
Group
EXHI
EXHI EXLO CTHI CTLO
EXLO 2.90 *
CTHI 2.72 * 0.29
CTLO 3.36 ** 0.37 0.69
* p < 0.05 ** p < 0.01 *** p < 0.001
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FIGURE
18
The
interactive
effect
of
the
PAEQ
grouping
on
treatment
outcome
as
measured
by
the
Vigor/Activity
subscale
of
the
Profile
of
Mood
States.
TABLE 19
Effect of Treatment on POMS - Vigor/Activity Sco re:
Change from baseline within each group
Group M SD t Significance
EXHI < n = 14)
Baseline 11.5 4.1
12th week 14.0 4 .3 3.44 * *
3 months 15.3 4.4 3.79 **
EXLO ( n - 11)
Baseline 11.3 3.7
12th week. 10.6 4.0 1.06 n . s
.
3 months 11.5 3.5 0.20 n . s
CTHI { n - 12)
Baseline 11.5 4 .1
12th week 10.7 2.8 0.90 n . s
.
3 months 10.7 4.6 0.78 n.s.
CTLO <n = 13) -
Baseline 10.3 2.0
12th week 9.2 2.1 1.13 n.s.
3 months 9.3 3.3 1.01 n.s.
p < 0.0b ** p < 0.01 *** p < 0.001
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TABLE 19 (continued)
Di f ferencps
Bonf erroni
between
t scores
groups at twelve weeks
and significance levels
Group EXHI EXLO CTHI CTLO
EXHI —
EXLO 2.02 —
CTHI 3.67 ** 1 . 03 —
CTLO 3.59 ** 1 . 08 0.01
Dif f erences between groups at three months
Bonf erroni t scores and significance levels
Group EXHI EXLO CTHI CTLO
EXHI —
EXLO 2.36 —
CTHI 2.92 * 0.42 —
CTLO 3.81 ** 1.55 0.95
* p < 0 .05 ** p < C.01 *** p < 0.001
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FIGURE
19
The
interactive
effect
of
t&e
PAEQ
grouping
on
treatment
outcome
as
measured
by
the
Geriatric
Rating
Scale
(Total
Score).
TABLE 20
Effect of Treatment on GRS - Total Scores
Change from baseline within each group
Group M SD t Significance
EXHI <n = 14)
Baseline 19.4 8.0
12th week 10.7 5.4 3.67 * *
3 months 10.2 5.5 3.82 * *
EXLO (n = 11)
Baseline 21.4 6.1
12th week 17.5 7.6 1.44 n . s
.
3 months 17.2 7.0 1.69 n . s
.
CTHI (n = 12)
Baseline 17.6 7.2
12th week 19.7 8.0 1.03 n . s
3 months 19.2 7.1 1.31 n . s .
CTLO < n = 13)
Baseline 22.4 6.8
12th week 19.9 5.9 1.35 n . s
.
3 months 19.6 5.6 1.55 n . s
.
* p < D.05 ** p < 0. 01 *** p < C1.001
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TABLE 20 (continued)
Differences between groups at twelve weeks
Bonferroni t scores and significance 1 evel
s
Group EXHI EXLO CTHI CTLO
EXHI —
EXLO 2.50 * —
CTHI 3.44 ** 0.77 —
CTLO 3.45 ** 0.84 0.08
Differences between groups at three months
Bonferroni t scores and significance level
s
Group EXHI EXLO CTHI CTLO
EXHI —
EXLO 2.34 —
CTHI 3.29 ** 0.79 —
CTLO 3.84 ** 0.91 0.14
* p < n. 05 ** p < 0.01 *** p < 0.001
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Figure depicts the relationship between PAEG
scores and treatment effectiveness as measured by tne
Social Interaction Rating Scale. The PAEG grouping did
not significantly influence treatment outcome on this
variable C£<8, 256) = 1.13, n.s.). As can be seen in
Table 22, both experimental groups improved over their
baseline scores and over their control counterparts, and
were statistically similar to each other. both control
groups failed to change over the treatment interval.
Three month follow-up scores revealed that the
improvements made by the experimental subjects were
maintained. Experimental subjects were significantly more
active in their prosocial behavior at the conclusion ot
the twelfth week when compared to behavior observed at
base line.
The Effects ot Age. Sex. Mobility, and Length of Stay
The possible influence of a number of descriptive
variables on treatment effectiveness was examined.
Age of Subject
The mean age of the experimental group was
arbitrarily used for dividing the group into two distinct
subgroups. Experimental subjects aged 79 and under
comprised the younger sample, while the remaining subjects
aged 80 and over formed the older sample. Treatment
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FIGURE
20
The
interactive
effect
of
the
PAEQ
grouping
on
treatment
outcome
as
measured
by
the
Geriatric
Rating
Scale
Withdrawal/Apathy
TABLE 21
Effect of Treatment on GRS - Withdrawal /Apathy Scores
Change from baseline within each group
Group M SD t Significance
EXHI (n = 14)
Baseline 11.5 3.8
12th week 6.1 2.1 4 .01 •k * *
3 months 5.0 1.5 4.65 * * *
EXLO (n = 11)
Baseline 12.0 4.0
12th week 10.4 3.9 1.56 n . s
.
3 months 11.6 4.2 1 . 13 n . s
CTHI (n = 12)
Baseline 10.4 3.9
12th week 11.1 4.2 0.39 n . s
.
3 months 11.7 4 .
8
0.48 n . s .
CTLO (n = 13) -
Basel i ne 12.8 4.6
12th week 10.2 2.8 1.69 n . s .
3 months 11.1 4.7 1.23 n . s
.
* p < G . 05 ** p < 0.01 *** p < 0.001
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TABLE 21 (continued)
Differences between groups at twelve weeks
Bonf erroni t scores and signif i cance levels
Group EXHI EXLO CTHI CTLO
EXHI —
EXLO 3.21 ** —
CTHI 3.98 *** 0.58 —
C7L0 3.14 ** 0.14 0.74 —
Differences between groups at three months
Bonf erroni t scores and significance levels
Group EXHI EXLO CTHI CTLO
EXHI —
EXLO 4.28 ** —
CTHI 4.18 ** 0.03 —
CTLO 3.62 ** 0.30 0.32 —
* p < 0 .05 ** p < 0.01 *** p < 0.001
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TABLE 22
Effect of Treatment on Social
Scores
Interaction Rating Scale
Change from baseline within each group
Group M SD t Signif icance
EXHI (n = 12)
Baseline 3.1 3.3
12th week 5.1 1.6 2.61 *
3 months 1 .
3
0.8 2.50 *
EXLO (n = 6 )
Baseline 3.0 3.6
12th week 4.6 1.5 2.44 *
3 months 4.5 1.2 2.39 *
CTHI <n = 9 )
Baseline 3.4 2.2
12th week 2.4 2.5 1.08 n . s
.
3 months 2.7 1.4 0.64 n . s
CTLO < n - 9 )
Baseline 2.9 2.4
12th week 2.8 2.3 0.08 n . s
3 months 2.4 2.2 0.74 n . s
* p < 0.05 ** p < 0.01 *** p < 0.001
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TABLE 22 (continued)
Differences between groups at twelve weeks
Bonf erroni t scores and significance levels
Group EXHI EXLO CTHI CTLO
EXHI —
EXLO 0.41 —
CTHI 2.95 * 2.08 * —
CTLO 2.57 * 1 . 76 0.35 —
Differences between groups at three months
Bonf erroni t scores and significance level
s
Group EXHI EXLO CTHI CTLO
EXHI —
EXLO 0.46 —
CTHI 6.02 *** 4.72 ** —
CTLO 3.33 * 3.16 * 0.26
* p < 0.05 ** p < 0.01 *** p < 0.001
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effects among the experimental subjects were then
reexamined using this new age grouping (Table 23).
On the GDS
, there was a tendency for the younger
group to report greater levels of depression than the
older group. This younger group, however, also reported
more dramatic improvement over the treatment period than
their older peers (£(4, 90) = 3. i8
, a < .05). The POMS
Depression subscale provided additional support for this
observed phenomenon; the younger group tended to have
higher P0M3-D scores at baseline, and reported
significantly greater amelioration of depressed mood by
the twelfth week of treatment (£(4, 77) = 3.33, p ^ .01).
Although there was no significant interaction between age
and the PAEQ grouping on the GDS and the POMS-D (Table
24), simple effects were observed. Younger subjects who
scored high on the PAEQ improved the most on these two
measures, while older subjects who scored lower on the
PAEQ showed the smallest change.
No significant age effects were found on the
remaining POMS subscales. On the Tension subscale,
younger experimental subjects reported slightly greater
anxiety at baseline, but this change was not statistically
significant. Younger subjects reported greater reduction
in anxiety over the treatment period. The younger group
of experimental subjects reported slightly less confusion
both at baseline and after the treatment period.
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group
.
to report greater levels of depression than the older
This younger group, however, also reported more dramatic
improvement over the treatment period than their older peers
90) - 3.18, g. ^ .05). The POMS Depression subscale
providea additional support for this observed phenomenon;
the younger group tended to have higher POMS-D scores at
baseline, and reported significantly greater amelioration of
depressed mood by the twelfth week of treatment (£( 4
, 77) =
3.33, n < .01). Although there was no significant
interaction between age and the PAEQ grouping on the CDS and
the POMS-D (Table 24), simple effects were observed,
founger subjects who scored high on the PAEQ improved the
most on these two measures, while older subjects who scored
lower on the PAEQ showed the smallest change.
No significant age effects were found on the remaining
POMS subscales. On the POMS Tension subscale, younger
experimental subjects tended to report slightly greater
anxiety at baseline, but this difference was not
statistically significant. There was also an insignificant
trend for younger subjects to report greater reduction in
anxiety over the treatment period. The younger group of
experimental subjects reported slightly less confusion both
at baseline and after the treatment period.
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Sex of Subject
The sex of the subject was considered a potentially
influential variable, as other studies have suggested that
such a differential might exist (c.f. Ory & Goldberg, 1981).
The six male experimental subjects were compared to the
remaining 19 female experimental subjects on each of the
dependent variables. On the self-report measures, male
experimental subjects were not distinguishable from female
subjects on any of the mood variables. Baseline scores for
males were similar to baseline scores for females, and
improvement over treatment was similar for both sexes.
There was no interaction between sex and the PAEQ grouping.
On the behavioral monitoring measures, no significant
differences between the sexes were observed. On the GRS,
observers tended to rate females as having a greater number
of behavioral problems, but this difference was not
statistically significant. On the SIRS, ambulatory females
were seen as slightly more active in their prosoclal
behaviors, but again this difference was not statistically
significant. There were no interaction effects between sex
and the PAEQ grouping variable.
Mobi 1 i ty
While bedridden subjects tended to report slightly
greater levels of depressed mood and confusion at baseline,
these differences were not statistically significant. There
was also a trend toward greater amelioration of self-
149
reported depressed mood among ambulatory subjects when
compared with bedridden subjects. But again, this
difference was not significant. There were no observed
differences between ambulatory and bedridden subjects on any
or the other self-report variables. There was no
interaction between degree of mobility and the PAEQ scores.
On the GRS
, nursing observers reported slightly greater
behavioral difficulties with the bedridden group at
baseline, when compared with the ambulatory group <£<1, 23)
= 2.45, a < .05). Not surprisingly, these differences were
related to the greater dependence these subjects had on the
nursing staff for self-care. There was a tendency for
bedridden subjects to appear more withdrawn and apathetic
than the ambulatory subjects, but there were no
statistically significant differences between the groups.
There was also a trend suggesting that bedridden subjects
showed slightly less improvement over time than ambulatory
subjects on the behavioral indices of the GRS, but this was
not a significant difference. The PAEQ scores did not
contribute any significant interaction effect upon the
mobility variable as assessed with the GRS. Assessment of
the mobility variable using the SIRS was not possible, as
bedridden subjects were not rated with this instrument.
Length of Stay
The length of time that subjects had been in residence
in the facility was examined. Average length of stay was
150
3.3 years CS.D.- 2.1 years;. Experimental subjects whose
stays were greater than three years formed one comparison
group, while the remaining subjects with stays of three
years or less comprised the other comparison group. Length
of stay correlated significantly with patient age <r =
0.79J. Thus, It Is not possible to consider this variable
as an independent effect. While no significant effects were
observed, there were marked similarities between trends
observed with this variable and the differences documented
with the age variable.
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CHAPTER V I
DISCUSSION
The results of this Investigation substantially support
primary hypothesis; that a treatment using an animal
visitation program could produce significant reductions in
expressed and observed depression in institutionalized
elderly and increase observed levels of prosocial
Interaction. Subjects participating in the treatment
reported significantly less depression, as well as less
anger, anxiety, fatigue, and confusion at the end of a
twelve week treatment period, when they were compared with
subjects who did not participate in the treatment. The
treated subjects also reported feeling significantly more
vigorous than their untreated peers. These expressed
improvements were maintained through a three month follow-
up, while the visitation program was still in operation. In
agreement with the self-report data, trained observers noted
significantly fewer behavioral difficulties exhibited by the
experimental subjects, and a significantly greater amount of
prosocial behavior demonstrated by these individuals when
compared with control subjects. Control subjects failed to
change significantly from baseline measurements on any of
dependent measures.
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Subjects In the experimental group noticed a change in
their emotional state over the course of the program. They
reported fewer depressive thoughts, and a decrease in
feelings of dysphoria and apathy. In interviews with a
number of the experimental subjects, it was evident that
many of the participants saw the program as directly
responsible for the reported reductions. They attributed to
the program an ability to "excite" the ward's general
environment. Many saw this "excitement" as having a
pronounced, positive effect upon other patients as well as
staff. They also saw the program as an opportunity to
engage in behaviors previously enjoyed (e.g., "socializing
with younger people", "petting a beloved animal"), and as a
way to reminisce. This last identified quality is of
particular interest, because it suggests that pet-f ac i 1 i ated
therapy might be used as a catalyst for engaging patients in
the process of active reminiscence. Reminiscence therapy
has been gaining popularity in recent years as an effective
therapeutic style for use with elderly patients.
In addition to the perceived changes in the level of
depressive symptomatology, experimental subjects reported
feeling significantly less fatigued by the twelfth week of
the program, when compared to their baseline scores and the
report of control subjects. Correspondingly, they also
reported feeling more vigorous. Given the clinical
relationship between depression and perceived energy level,
this is not a surprising result. McNair et al . (1981)
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reports strong positive correlation between the Depression
and Fatigue scales Cr = 0.66), and a moderate negative
correlation between the Depression and Vigor scales <r =
0.38). Many of the experimental subjects reported that they
simply “felt better", or "more alive", statements that
suggest a renewed sense of interest and engagement with the
env i ronment
.
Experimental subjects also reported reductions in
confusion. They were less likely to agree with descriptive
statements such as "unable to concentrate", "bewildered", or
uncertain about things." While the average reduction of
three points is probably not a clinically dramatic
improvement, it does suggest that some aspect of the program
effected a positive change in attention, orientation, or
some other area of cognitive functioning. Confusion often
accompanies depression in the elderly, as was discussed in
the first chapter. Pseudo-dementia, which is depression
mistaken for dementia, is a common clinical phenomenon in
geriatric settings. McNair (1981) noted the strong positive
correlation between the Depression Scale and the Confusion
Scale (r = 0.77) of the POMS. Although a self-reported
decrease in confusion is probably not equivalent to an
actual increase in cognitive functioning, it is reasonable
to assert that many of the participating patients
experienced a greater degree of mental clarity by the end of
the program.
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The results of this investigation documented
significant reductions in levels of self-reported anger and
anxiety. The changes were not as clinically impressive as
the reductions in depressed mood, but they were consistent
with the commentary provided during subject interview at
follow-up. Many of the subjects who participated in the
treatment viewed their general mood as having improved.
They claimed to be less irritable than before the beginning
of the program. Some patients noted the new friends they
had made as a result of the program, and admitted to feeling
less hostile toward many of the patients with whom they had
previously been unfamiliar. They felt less estranged from
staff and other patients, a condition which some claimed
contributed to the feelings of anxiety and "unease" about
the living in the facility.
The behavioral monitoring measures provided
consensual support for the subject-reported clinical
improvements. Reductions in the Geriatric Rating Scale
Total score reflected general improvement in the areas of
social interest and activity, ability to self-care (such as
washing, using the bathroom, feeding one's self), and
cognitive attention, orientation, and awareness. The nurse
observers noted the most dramatic improvement in the area of
social interest and activity, as reflected in the reductions
on the Withdrawal/Apathy factor of the GRS. The observed
reduction in social withdrawal and apathy is consistent with
subject report of reductions in depression, fatigue, and
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confusion. While the nurse observers were not blind to
group membership, the agreement between the results of the
GRS and the self-report measures suggests that observer bias
was probably not a significant confound, and that the nurses
were probably observing the behavioral manifestations of
improved mood.
The first "dry run" of the Social Interaction Rating
Scale was reasonably successful. Although the nursing aide
raters reported some confusion between "active" and
"Passive" behaviors (as reflected in the relatively low
interrater reliability on this factor), they demonstrated
little or no difficulty discriminating between "prosocial"
,
antisocial", and "nonsocial". A considerable amount of
time was spent during rater training discussing these
categories, and the subtleties In discriminating "active"
behaviors from "passive" behaviors were never sufficiently
defined. Future work with this rating scale should address
the specifics of this distinction. Despite this training
difficulty, repeated meetings with participating nursing
aides, where inconsistency in scoring was highlighted,
assisted in Improving rater reliability. This improvement
is reflected in the contrast between the interrater
reliability coefficients for the first and second halves of
the data collection period.
The SIRS documented improvement in the quality and
quantity of social Interaction exhibited by the ambulatory
experimental subjects. Of note was the generally positive
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quality of interaction already In existence during baseline.
This Phenomenon probably reflects the results of a facility
Policy that discourages markedly antisocial behavior in
group settings, such as in the dining room. Patients were
generally not allowed in group functions if they were
considered disruptive to the other patients. Of course,
non- 1 nteract 1 ve patients were not restricted; in fact, they
were actively encouraged to participate in any group event.
Over the course of the treatment period, experimental
subjects exhibited an increasing amount and variety of
prosocial behaviors. Control subjects, despite their
"mi ngl i ng" with the experimental subjects during meals,
failed to show this improvement. This result suggests that
the treatment program was able to effect a positive change
in social behavior that could be "carried over" into a
setting or set of conditions not directly associated with
the treatment.
Two statistical characteristics of the outcome data
provide strong support for the verldlty of the observed
improvements among the treated subjects. One of these
characteristics was the consistency of improvement across
all of the dependent measures. The fact that observed
improvement was not isolated to a single measure suggests
that the results are not a statistical artifact, and are
likely a reflection of some actual treatment change.
Improvements were noted by both subject and observer, and
the degree of improvement was comparable. The second
167
characteristic was revealed In the small variances observed
within treatment groups. While there was some variability
in the degree of treatment efficacy, it Is clear that most
Of the participating subjects did improve. This
eplicability of treatment outcome across subjects lends
credence to the assertion that some aspect of the treatment
Program was able to produce a noticeable improvement in many
of the subjects.
On all of the measures used in this investigation, a
Pronounced "floor effect" was noted, despite the program
still being in operation at the three month follow-up. This
Phenonmenon suggests that there is a probable limit to the
amount of clinical improvement that can be produced by the
program in its present form. It is possible that
participating subjects reached a point of "saturation",
where the available reinforcement was maximally utilized by
those involved in the program. This is consistent with
Caute 1
a
/ s definition of the General Level of Reinforcement
CGLR), in that a positively reinforcing event would produce
maximal improvement when the individuals pool of
reinforcement is low (e.g., before the program), and less
improvement when the GLR was higher (e.g., after the
program). Using the GLR model in a consideration of
treatment effectiveness over time, one would expect to find
the improvement curve approximating a logarithmic function.
With all of the dependent variables, this approximation was
clearly in evidence.
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An examination of the data generated by the Pet
Attitude and Experience Questionnaire produced some
noteworthy results. While the PAEQ exhibited a broad range
of scores on this administration, there was clearly a lower
limit to a Participating Individual's score. No subject
endorsed fewer than 10 positive attitudes or experiences
with pets. This result suggests that even the least
enthusiastic participant in this Investigation did not have
a decidedly aversive experience with pet animals. Of
course, there were a number of patients who refused to
respond to the PAEQ, and not surprisingly, these same
subjects were the most resistant to the animal visits.
Thus, the subject composition of this Investigation was not
truly representative of the facility population, because it
was only able to include those patients with at least some
(albeit mild) Interest In pet animals. This phenomenon is
worth highlighting, since It suggests that animal visitation
therapies may have a type of "built-in" pretreatment
screening, with subjects who have a decidedly negative
attitude toward pets preferring not to participate in the
program.
Rather than the expected normal distribution of scores
on the PAEQ, the results of this administration produced a
distinct blmodal distribution. This result suggests that
the attitude and experience statements selected for this
measure may fall into two distinct categories based upon the
level of enthusiasm one might have for companion animals.
169
There was clearly a “highly positive" group of subjects, as
well as a "mildly positive" group. No analysis was
Performed to examine whether the "highly positive" subjects
responded to a consistent set of attitude and experience
statements that were not endorsed by the "mildly positive
group". The results of such an analysis would help in the
selection of a set of statements that more clearly Identify
the "highly positive" individuals.
Not surprisingly, there was a strong positive
correlation between between the number of items endorsed on
the "attitude" section of the PAEQ and the number of
endorsed items on the "experience" section. This result is
consistent with a behavioral conceptualization of the
relationship between attitude and experience. In this
conceptualization, attitude is seen as being shaped by the
cumulative effects of one's positive and/or aversive
experiences with a given category of stimuli. Positive
attitudes toward a given stimulus (such as animals) are
believed to result from positive past experiences with that
st imu 1 us.
The results of the analysis of treatment outcome data
using the PAEQ variable support the assertion that treatment
effectiveness is influenced by the person's attitudes toward
and experiences with the purportedly reinforcing event. On
al 1 of the dependent measures except the SIRS, there was a
significant interaction between the PAEQ grouping and the
effects of the treatment. Experimental subjects whose
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attitudes and experiences reflected a strong positive
association with pet animals (the EXHI group) showed the
greatest improvement over the course of treatment, when
compared with their baseline levels of behavior. Those
experimental subjects who were less enthusiastic in their
endorsement of pets (the EXLO group) did not show an
appreciable improvement In functioning, m fact, on most of
the dependent variables, the performance of this less
enthusiastic group failed to distinguish itself from the
performance of the control group. On some variables
(notably the POMS-Anger
, Tension, and Confusion scales, and
the GRS Withdrawal/Apathy factor), the difference in
performance between the EXHI and EXLO groups achieved
statistical significance, such that the "highly positive"
experimental group was the only group to demonstrate
significant improvement from baseline levels.
Statistically and clinically significant reductions in
depression were observed in the EXHI group. Examination of
the three measures that most closely defined the
constellation of depressed behaviors, namely the GDS, the
POMS-Depression subscale, and the GRS Withdrawal/Apathy
factor, revealed that only the EXHI group improved
appreciably from baseline levels of depressed
symptomatology. This finding supports the hypothesized
conceptualization of treatment effect, demonstrating that
the application of a desired reinforcement can produce
appreciable reductions in depression-related behaviors, and
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that the degree of desirability Is directly related to the
extent of the reduction.
are two possible explanations for the failure of
the SIRS to discriminate between the EXHI and EXLO groups on
change In social interaction. It Is possible that the SIRS
is not sufficiently sensitive to detect more subtle
differences in levels of social Interaction. The difficulty
experienced in differentiating “active" from "passive"
behaviors with this Instrument provides support for this
possibility. A second possibility Is related to the
capacity of the treatment to generalize to another setting.
The SIRS was the only measure taken “off" the residential
floors. While some effect of the treatment clearly was
carried by the subjects to other settings, the added
improvements noted by the EXHI group might have been more
si tuat i ona 1 1 y bound.
Post-hoc analyses of a number of descriptive variables
allowed for further discriminations to be made regarding
treatment effectiveness. The variables of sex, age, degree
of mobility, and length of patient stay were all considered
as possible discriminators. The sex of the subject, and his
or her degree of mobility within the facility were not
significant factors in treatment outcome. The effect of
these variables should not be readily dismissed, however,
since some trends toward discrimination were observed, and
statistical non-significance might have been secondary to
the small number of subjects that comprised analysis groups
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ln ^ tW° varlables < There were only six male subjects, and
only seven bedridden subjects In each group.).
The use of the age variable as a predictor of treatment
outcome provided some enlightening results. Contrary to
what might be expected, there was a tendency for the younger
subjects (under 80 ) to report, and exhibit, greater
disturbances in mood and behavior during the baseline period
than their older ( 80 +) peers. This difference, however, was
not statistically significant. There were statistically
significant differences between the two age groups in the
degree to which improvement was exhibited. On the GDS
, and
on the POMS-Depression and
-Tension subscales, younger
subjects made more noticeable improvements than the older
subjects. The tendency for older subjects to report and
exhibit less distress and dysfunction might be related to a
greater degree of acceptance of their infirmity. Younger
subjects may be more frustrated by their infirmity, and more
readily affected by the transition from Independent living
to institutional care. In a related fashion, younger
subjects may be more physically and emotionally capable of
responding to a potentially positive event, since they have
not yet "resigned" themselves to the restrictiveness of the
institutional environment. The trends observed in the
analysis of the length of stay variable supports the
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suggestion that younger, recently admitted patients would
respond more readily to this type of treatment program.
This discussion of treatment outcome quite naturally
stimulates curiosity about the nature of the treatment
Itself. We now turn to an examination of the interaction
among the three participants in the treatment: the animal,
the patient, and the volunteer.
It was evident that the nature of the interactions
among the three participants changed over the course of the
treatment period. In the first several sessions, the animal
was clearly the primary participant in the social exchange
with the patient. The volunteer typically led the dog into
the room and then allowed the dog to begin the interaction
with the patient. The patient responded primarily to the
dog, rarely addressing or acknowledging the volunteer
directly. Conversation was "through" the animal, with the
patient often verbally addressing the dog in conversational
tones, and making requests of the volunteer by asking the
volunteer's animal (e.g., "I wonder if your master would
push the walker out of the way?"). There was a large amount
of physical contact between animal and patient, with the
patient petting or stroking the animal profusely and
consistently throughout the visit. Often, the volunteer
stood or sat in a fashion that allowed the dog to be
positioned directly between volunteer and patient. Equally
often, volunteers stood or sat at the end of the leash
length, leaning forward only to reposition the animal or to
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setter hear the requests of the patient. Physical contact
between volunteer and patient was practically non-existent.
Interactions among the participants were noticeably
different by the end of the twelve week period. In
Particular, the quality and intensity of the volunteer's
Participation had changed. Typically, later visits began
with the volunteer initiating contact by means of a verbal
salutation, followed by entry into the patient's room. A
characteristic pattern of greeting ensued, with the patient
first greeting the dog by means of verbalizations and
Petting, and then acknowledging the volunteer directly,
often by name. Conversation then began between the patient
and the volunteer, often about the dog or some related topic
regarding animals. At this point, the animal generally
receded slightly from the interaction, generally by lying
down next to the patient or volunteer, or by wandering about
the room. Periods of three to four minutes would elapse
without the dog directly participating in the social
exchange. Volunteers typically sat or knelt closer to the
patients, and physical contact was more frequent and
sustained (hand holding or hand squeezing was a common
behavior). Consistently, when there were "lulls" in the
conversation between patient and volunteer, the volunteer
would introduce the animal back into the interaction, either
by pulling the leash gently, or by verbally addressing the
animal .
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was evident that as the treatment progressed, the
volunteer participated more actively in the social exchange,
and the animal's role in the interaction changed
qualitatively. Initially used as the primary provider of
social interaction, the dog typically retreated to an
ancillary function by the end of the treatment. The animal
never receded from the social exchange completely.
Both volunteers and patients admitted to significant
feelings of social awkwardness at the beginning of the
program, exhibiting a constellation of concerns quite
typical of the early stages of any novel social contact.
The patients claimed that it was more comfortable to address
the dog, since the perceived risk of saying or doing
something " embarassi ng" was lower with the dog than with the
volunteer. One subject remarked, "It's hard not to do the
right thing with a pet." A number of subjects observed that
their prior familiarity with dogs provided them with a set
of behaviors which they knew the program dogs would enjoy,
such as petting, ear scratching, and "baby talk".
Volunteers admitted that they were more than willing to
allow the patients to interact with the animals in these
prescribed ways, as many of them also felt socially awkward,
believing that they might say or do the wrong thing with a
given patient. Many volunteers were especially
uncomfortable with initiating discussion around the
patient's health or physical disabilities. "Except for
talking about the dog, I wasn't sure what else I could say
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sometimes." was the comment of a volunteer. Both volunteers
ana patients also had to contend with the Implicit social
taboos regarding physical contact between “strangers",
especially in a “hospital setting". This barrier to
appropriate social Interaction was Identified by Corson and
O'Leary Corson (1981) In their Investigation of a pet-
visitation program, and by Power and McCarron (1975) in
their proposed "physical contact" treatment.
In the early stages of the treatment program, the dog
appeared to serve as a social "Icebreaker" or "conversation
Piece", providing a focal point for the social exchange and
allowing both patient and volunteer the opportunity to avoid
direct and possibly threatening physical and psychological
communion. Over the course of the program, as a familiarity
developed between the volunteers and the patients, some of
this social awkwardness was reduced in intensity. A common
ground of experience, or social history, had developed
between patients and volunteers, and this pool of shared
experiences was drawn upon during the ensuing contacts
between them. Conversations often focused upon the
patient's present physical condition, or upon the patient's
or the volunteer's experiences with companion animals.
There were often prolonged periods of self-disclosure on the
part of both patients and volunteers. These intimate
exchanges were likely a significant part of the "therapy"
provided by this program. It was during these conversations
that the dog was most likely to be found lying on the floor
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or away from direct contact. During the lulls between
topics of conversation, the dog was often brought back into
Interaction, and once again would become the focus of
attention. Thus, the dog served as a “bridge" between these
intense interpersonal exchanges, allowing the exchange to
continue despite an apparent transient increase in the
social anxiety and awkwardness experienced during the lulls.
The "bridge" analogy is a useful conceptualization, as
It assists In explaining why the program had little
difficulty with volunteer “burn-out", a common phenomenon in
hospital or convalescent facilities. All of the volunteers,
even the more socially gregarious ones, admitted that they
would not have remained in the visitation program if they
could not have brought their dogs. Most of the volunteers
saw the dog as providing a very needed "crutch to lean upon"
during interactions with the patients. They saw the dogs as
particularly important during the initiation of new social
contacts, and during "awkward lulls" in conversation. The
presence of the dog, even during the later stages of the
program, allowed the interaction to continue past these
socially awkward moments, moments that likely would have
precipitated a premature termination in interaction had the
animal not been present to serve as a "bridge" . Thus, the
dog served not only to assist in the initiation of contacts,
but also to extend those contacts past the point where
social anxiety would have normally contributed to a
termination of Interaction.
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While the treatment program clearly demonstrated Its
abilities to produce positive change In the Participating
subjects. It was not without problems. Some of the dogs in
the program were slow to adjust to the novel sights, sounds
and smells of the nursing home. One dog found the sound
produced by breathing through an oxygen mask particularly
disturbing. He refused to enter that room for the entire
treatment program. Some of the non-participating subjects
clearly wanted no part of the visitation program, and took
active steps to avoid the dogs and volunteers. One women
had a sign stating "NO DOGS" place on her bedroom door. A
few patients actively withdrew from the dog as dog and
volunteer passed through the corridors. These reactions
were infrequent, however, and every attempt was made to
avoid these uncomfortable encounters.
Several times during data collection, members of the
participating staff expressed a desire to "give up" on the
collection, citing frustration with the amount of time
needed to administer the measures. This frustration was
particularly evident with the SIRS, a measure that required
a considerable amount of training and administration time.
Frequent "pep talks" were necessary to keep the data
collection going. Despite the complaints, none of the
participating staff dropped out. They were clearly very
committed to both the patients and the program.
There were times that a regular volunteer and his or
her dog could not be present, due to vacation, illness, or
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other commitments. Fortunately. alternate volunteers were
able to fill m, and there was never a |apge jn vlsltaUong
_
The results of this Investigation are theoretically
consistent with the central tenets of a behavioral
conceptualization of the etiology and treatment of
depression in the elderly. Introduction of a pool of
positively reinforcing events produced reductions in
depressed behaviors, and an improvement in the quality and
quantity of prosocial behaviors. The value of the
potentially reinforcing event, as reflected in the quality
of attitude and experiences expressed by the subjects, was a
satisfactory predictor of treatment efficacy. Those
individuals who attached a greater value to the program
improved significantly. Those subjects who exhibited fewer
positive attitudes and experiences failed to demonstrate
significant improvement over the course of the treatment.
The conceptualization of a " depressogen i c loop" similar
to the one postulated by Lewinsohn et al.(1985) adequately
explains some of the phenomena observed in this
investigation. In this model, depression develops and is
maintained by a circular relationship between reductions in
available reinforcement and environmental withdrawal.
Withdrawal from the environment, possibly precipitated by
such factors as the discomfort of physical illness, the loss
of sensory and cognitive acuity, or the restrictions of
institutional living, results in the loss of opportunities
for positive reinforcement. With fewer such opportunities
180
available, the patient retreats further from the
environment, perpetuating this loss-withdrawal cycle and
deve loping the behavioral signs of a clinical depression.
Introduction of a set of highly desirable relnforcers,
and increasing the opportunity to gain access to these
relnforcers. can break the depressogenlc cycle, reversing
the deterioration and encouraging the formation of a
positive interaction between social engagement and the gain
of additional positive reinforcement. m this new "loop,"
the depressogenlc cycle is. in effect, reversed. Increases
in the amount and availability of positively reinforcing
events encourages increased attention to the enriched
environment. With this increased social and environmental
engagement comes a greater access to additional sources of
positive reinforcement. As with the proposed depressogen i
c
loop, this new "engagement" loop becomes self-perpetuating,
effecting additional improvement in the patient's general
functioning, and providing increased resistance to the
antagonistic phenomenon of social withdrawal and related
depression
.
The importance of the perceived value of the reinforcer
was satisfactorily demonstrated by this investigation, and
is consistent with the assumptions inherit in Cautela's
(1984) General Level of Reinforcement model. Cautela
stresses the importance of reinforcer qua) i tv in its
capacity to induce positive change and reductions in
depression. Clearly, the members of the EXHI group
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perce the program as highly desirable, an observation
that reflects their perceptions of the quality of the
available reinforcement. These subjects demonstrated the
greatest reductions In depressed behavior, and the greatest
improvements In behaviors negatively correlated with
depression. Thus, for the members of the EXHI group, the
Program was especially effective in providing enough
positive reinforcement to raise their general level of
reinforcement significantly and to lower their levels of
depression
.
The implications of this behavioral conceptualization
are noteworthy. The theoretical model is suggesting that
the treatment of depression for many institutionalized
elderly patients should involve the application of increased
levels of highly reinforcing events. While many would argue
that this Is an overly simplistic view of the therapeutic
intervention, it Is clear that the beauty of this treatment
was in its simplicity. Depressed behaviors were certainly
ameliorated, and the treatment consisted of little but twice
weekly visits of traditionally "untrained" therapists.
We might develop the model further in order to more
thoroughly incorporate the contributions of both dog and
volunteer. It would appear that the therapeutic "team" was
more than Just "a reinforcing event". With the dog serving
as catalyst for interpersonal exchange, a relationship
between the patient and volunteer was allowed to develop.
This relationship, in all its complexity, was not entirely
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unlike the relationship that develops between therapist and
client. Clearly, the volunteer (like the therapist) was
present for the benefit of the patient. The volunteer-dog
"team" was able to provide the patient with attention,
positive regard, feedback, and a sense of "connectedness to
others
. These are all qualities supplied by effective
therapists. We might suggest that the dog allowed the
volunteer to relate more effectively as a person, by
providing distractions and assurances to both patient and
volunteer, and by supplementing the verbal exchange between
patient and volunteer with tactile contact. In a sense, the
volunteer and the dog were able to do together what a
trained therapist might have been able to do alone.
The dog appears to possess two distinct qualities that
enhance its ability to encourage social interaction. Unlike
other forms of environmental stimulation, the dog as a
living organism is interactive; it is able to initiate
social contact, as well as respond to the social behavior of
the patient. Thus, the dog seems capable of doing more than
merely stimulating the patient; it can respond to the
patient in a way that selectively encourages appropriate
socialization (such as touching) and discourages
inappropriate socialization (such as striking).
Additionally, the dog is able to learn from previous
Interactions with a given patient, and to modify its
behavior in a way that improves its chances of receiving a
positive reinforcement. For example, one dog learned which
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patients enjoyed being "kissed" (licked) aph . ki x a , nd which patients
did not enjoy this behavior. The dog's reinforcement was
contingent upon Its learning that Important discrimination.
Observation of the dogs during the therapeutic contact
suggests that they were able to Initiate and sustain social
interaction with patients, ansa they were able to learn how
to become more effective interactive stimuli with each
individual patient.
The proposed explanations of the function of volunteer
and dog require extrapolation beyond the "hard" data of this
investigation. Although the reported observations of
interactions between patient, volunteer, and dog allow this
investigator to suggest these models of therapeutic style,
the suggestion must be made cautiously. One of the major
limitations to this investigation was its inability to
identify more clearly those elements of the program most
responsible for the observed improvements among the
participating subjects. The investigation did not provide
"alternative" therapies for comparison, and so we are left
wondering what aspects of the program were essential to the
treatment, and what aspects were peripheral. The
observation that treatment efficacy could be predicted, in
part, by the subject / s attitude toward and experiences with
pets suggests that the presence of the pet was an important
part of the treatment. Clearly, the volunteer played an
equally important role in treatment, but the precise nature
of that role was not systematically evaluated. Future
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studies should examine closely the roles of both pet and
volunteer, in order to determine with greater certainty the
specific contributions each makes to the therapeutic
encounter
.
There are additional limitations to the utility of this
Investigation. Methodological considerations restrict the
general izabillty of these results to other institutionalized
elderly. The requirement that the subjects have sufficient
cognitive capacity to answer the self-report questionnaires
excluded a significant number of cognitively compromised
elderly patients. It is impossible to determine from this
investigation whether pet-facilitated therapy is effective
in treating depression among the cognitively impaired.
Given the large numbers of institutionalized elderly who
suffer from neuro 1 ogi ca 1 1 y degenerative conditions, this is
a serious limitation to general i zabi 1 i ty . Future studies
should be constructed to allow for the inclusion of
cognitively impaired elderly patients. It is likely that
measures for assessing depression in this population would
have to be developed, as existing measures require the
patient^s active participation. It is also likely that the
therapy Itself would require some modification, since
patient participation would be qualitatively different.
Finally, this investigation was unable to determine if
pet-facilitated therapy is capable of producing long-term
therapeutic change. Although the investigation included a
three month follow-up, methodological considerations
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require that this fo> low-up he conducted while the Prograra
was still m operation. It Is unknown If the observed
improvements would have been maintained If the treatment had
been discontinued after the twelve-week period. Stability
of treatment effect is Important consideration In evaluating
the clinical utility of any proposed treatment. Future
studies should incorporate a long-term follow-up schedule
that allows for evaluative periods where no treatment Is
provided.
Despite the limitations described above, it is clear
that the treatment program was clinically efficacious. Over
the course of 24 visits, the pet-facilitated therapy program
was able to improve significantly the quality of many of the
participants'" daily lives, and increase their feelings of
well-being. Appropriate social behavior was encouraged, and
the experience of institutionalized social and
environmental withdrawal was diminished. This program was
especially effective in improving the psychological health
of "animal lovers".
One of the greatest strengths of the program could be
found in the ease of its administration. This program had
no difficulty recruiting enthusiastic "lay therapists", and
did not suffer appreciably from the effects of volunteer
burn-out. Providing that the appropriate guidelines are
followed with respect to program administration, and that
care is taken in selecting interested patients and in
respecting the rights of non-participants, pet-facilitated
186
therapy appear to be a form of adjunctive treatment that
combines actnl n Istrat 1 ve simplicity with clinical efficacy.
APPENDICES
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APPENDIX A
GERIATRIC DEPRESSION SCALE - GDS
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HOW HAVE YOU BEEN FEELING LATELY?
-- «£er 2! £ —
1-
“lth y°- llfe
2
' interests?
r°PPed a "y ° f your WWUb'm""®
3. Have you been f eeling
'
your
' iif
e
' i
s
' empty? Jpg4. Have you often been bored lately* P 7
5. Are you feeling hopeful about the future* vpc6. Have you been bothered by thoughts you
YES
can t get out of your head?... VPQ
the
e
ti»e*
been ln 9°°d spirits »ost'of
8. Are you af raid
' that ' something' bad ' is
’
going
‘ ^
R
dVe ^° U ^een f eeling happy most of the time"? YES10. Have you often felt helpless lately?.
. ![
.
* ave you peen restless or fidgety often?.. YES12. Do you prefer to stay in your room, rather
^
an Partlci Pat e in activities? yes13. Do you frequently uorry about the f uture? ! !
]
* YES14. Have you felt you have more problems with
memory than most? YES15. Do you think it is wonderful to be alive now?. YES16. Have you often felt downhearted andblue lately? YES17. Do you feel pretty worthless about the
way you are now? YES18. Have you been worrying alot about the past?... YES19. Do you find life very exciting?.... YES20. Has it been hard for you to get started
on new activities? YES21. Do you feel full of energy? YES
22. Do you feel that your situation is hopeless? .. YES
23. Do you think that most people are better off
than you are? YES
24. Have you frequently gotten upset over
little things? YES
25. Have you frequently felt like crying? YES
26. Have you had trouble concentrating? YES
27. Do you enjoy getting up in the morning? YES
28. Have you preferred to avoid social
gatherings? YES
29. Is it easy for you to make decisions? YES
30. Is your mind as clear as it used to be? YES
THANK YOU VERY MUCH FOR YOUR HELP!
/ NO
NO
NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
/ NO
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APPENDIX B
PROFILE OP WOOD STATES - POMS
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namf^ ^ >; »^ . Tr ;:
- JL
-;
Below is a list ol words that descnoe teelmqs oeooie hlTT^.. .
carefully. Then till in ONE circle unoer me answer iota,lP eacn oneHOW YOU HAVE BEEN FEEUNG DURING THE WST week" S&JSSS
The numDers refer to these ohrases.
0 - Not at all
1 = A little
2 = Moderately
3 » Quite a bit
4 • Extremely
21
. Hooeless
< — 3 UJ4 W <
- 52 d i ^ *4
^ UJ 111
"
- - a t E3 -* o 5 *Z < 3 o £
©o©©©
©o©©©
©O©©
i
i
45
. Desperate
1 46. Sluggish
©©©©©©|
5 “ s < z
i i 5 3 si
©©©G©!
©©©©0
Col © O P. © 22
. Relaxed
I 2 1 < 1
23. Unworthy ©©©©© 1 47
. Rebellious ©©©©©!
4
^ 'J Ui
“
3 3 o 5 Z.Z < 5 0 1
24. Soiteful ©Q©©© 48. Helpless ©©©©©
1. Friendly ©©©©© 25. Sympathetic ©O©©© 49
. Weary ©©©©0
2 . Tense ©©©©© 1 26. Uneasy ©©©©© 1 50. Bewildered ®©©©0
3. Angry ©©©©© 1 27. Restless ©©©©© | si. Alert ®©©©0
4. Worn out— 0©©©© 1 28. Unable to concentrate ©©®©© 1 52. Deceived ®©©©0
5. Unhappy ©©©©© 1 29. Fatigued ®©©@© 1 53. Furious ®©©@0
6 . Clear-headed ®O©0© 1 30. Helpful ©©©©©
j
54 . Efficient ©©©©©!
7. Lively
|
I
8. Contused
©O©©© 1 3 1
. Annoyed
©©©©© 1 32. Discouraged
©O©©© I 55. Trusting
©©©©© ; 56. Full of pep
©O©©©
®O©©0
v
!
9. Sorry tor things done ©©©©© 1 33. Resentful
I
j
10
. Shaky ®©©@©
j
34. Nervous
@©©@©
|
57. Bad-tempered @©©©©l
.©©©©©
1
58. Worthless ®©@©©|
{11. Listless
f
1 12. Peeved
©©©©© 1 35. Lonely
@©©©© 1 36. Miserable
©©©©© 1 59. Forgetful
©O©©© 1 60. Carefree
©Q©®©i
®O©©0
13. Considerate ©©©©© i 37. Muddled
|
©©©©© 61-. Terrified ®©©©0
14. Sad ©©©©© 1 38. Cheerful 0©©©© 62. Guilty ®©©©0
c 15. Active ®©©@© 1 39. Bitter ©©©©© 63. Vigorous ©©©@©
1 16. On edge ©©©©© !140. Exhausted ©©©©© 64. Uncertain about things ®©©®0
17. Grouchy ©©©©© I 41 . Anxious ®©©@© 65. Bushed ®O©©0
18
. Blue ©©©©© i 42. Ready to fight ©©©©© MAKE SURE YOU HAVE
19. Energetic ©©©©© ' 43 . Good natured ©©©©©
ANSWERED EVERY ITEM.
20. Panicky ©o©©© 1 44. Gloomy ®©©@© lolly pom 021 j
roovomuT * •nil CJiTC IC<4.,ae«masl snH l"4i ia»»>sl Tsrtlnn Caniina Csn >iene f' A OttnT Onw.n rtnr«t.i KMh.hrtaA
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APPENDIX C
GERIATRIC RATING SCALE - GRS
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Patient #
BEHAVIORAL RATING SCALE
circL
C
?h£
lete
.
lDr each Patlent once every
best describes the patient's behavior*
10 the PhraSe that
DURING THE LAST TWO weeks
or
This
week
scale is
Please
appearance, etc.
1 . When not helped by others,
has been:
0 - Almost never sloppy
1 — Sometimes sloppy
2 - Almost always sloppy
the patient^s appearance
2 . The patient has exhibited confusion (unable to find
poLe^onretc
h
?:
faCilit7
' ^ 006 ° r ^
0 Almost never (no more than once)
1 - Sometimes (two or three times)
2 - Often (more than three times)
3
'
n
h
^
Patient has correctly used the name of:U More than one member of the staff
1 - Only one member of the staff
2 - None of the staff
The patient has communicated in any manner (by
speaking, writing, or gestering) well enough to makehimself easily understood:
0 - Almost always
1 - Sometimes
2 - Almost never
5.
The patient has reacted to his own name:
0 -- Almost always
1 - Sometimes
2 - Almost never
6.
The patient has participated in the available
activities
:
0 - Often (more than five times)
1 - Sometimes (three to five times)
2 - Almost never (two or fewer times)
7.
The patient has been reading books, newspapers, or
magazines on the ward:
0 - Often (once or more per day)
1 - Sometimes (two to four times this week)
2 - Almost never
19^
8 .
9.
10 .
11 .
12 .
13.
14.
15.
16.
The patient has bequn
0 - Often
1 - Sometimes
2 - Almost never
conversations with others:
The patient has been willing
nira : 3
0 - Often
1 - Sometimes
2 - Almost never
to do things asked of
The patient has disturbed other
shouting or yellinq:
0 - Never
1 - Sometimes
2 - Often
patients or staf f by
The
him
0 -
1 -
2 -
patient has
(has broken
Never
Sometimes
Often
been destructive of materials aroundfurniture, torn up magazines, etc.):
The Patient has spoken to other people on the ward-
u — ut ten
1 - Sometimes
2 - Almost never
Presently, the patient appears to maintain:
0 - Several friendships in the facility
1 - One or two friendships in the facility
2 - No friendships in the facility
Without being asked, the patient has physically helped
other patients:
0 - Often
1 - Sometimes
2 - Almost never
During the day, the patient has slept:
0 -- Sometimes
1 - Often
2 - Most of the day
The patient has appeared restless:
0 - Rarely
1 - Sometimes
2 - Often
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17.
18.
19.
20 .
j ^« s^^rieenas not appeared oriented
raakes
9
eye
n
contact?
n Wlth the patient
' the patient
0 - almost always
1 ~ sometimes
2 - almost never
0
h
- Not
1
at
t
«Ul
S been °bServed trying:
1 ~ Once or twice
2 - Three or more times
othe^peopl^ha^been? " ^ dUri " 9 interactl °" ! with
0 -
1 -
2 -
good
fair
poor
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Patient #
Date
_/ /
ADDITIONAL BEHAVIORS NECESSARY POR EVALUATION
Please circle
patient's
you
.
h^h
r
? s P°nse that best describes thebehavior during the past tuo weeks Thank
1 .
2 .
3.
n
hen
No
atin?'
t
the Patient has required-
? I aV?^ Stance <feeds himself )
2 - PnntiH
6
f*f
sistance (needs encouragement)Considerable assistance (spoon feeding etc.)
The
0 -
1 -
2 -
patient has been incontinent-
Never
Sometimes (once or twice per week)Often (three or more times per week)
When bathing or dressing,
0 - No assistance
1 - Some assistance
2 - Haxiraum assistance
the patient has needed:
4. With regard to sleep, the patient:
U - Sleeps most of the night
1 ~ Is sometimes awake
2 - Is often awake
daytime!
erit S behavlor is “orse at night than in the
0 - Never
1 - Sometimes
2 - Often
6
‘
K
lth
.
re9ard to restless behavior at night, the patienthas been:
0 - Seldom restless
1 - Sometimes restless
2 - Often restless
7. The patient has verbally threatened to harm other
patients or staff:
0 - Never
1 - Sometimes
2 - Often
The patient has physically tried to harm other
patients or staff:
0 - Never
1 - Sometimes
2 - Often
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APPENDIX D
SOCIAL INTERACTION RATING SCALE - SIRS
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SIRS - The Social Interaction Rating Scale
quantity“o“thI patilnt'I feve,
tV5a" ple the and
Basically the SIRS nrL a ° f soclal interaction.interactLn^rth
,
his
P
or
V
er
S
p:ers"and
Patient ' =
procedure you will USP i C L™ ? the staff - Theimportant that you practice usin^fhf' but , lt is vitally
ssass "*
“
ySE ss
assig^r4
S
pat?e^r?h^“oC°Lst fb^e^NotE EExon the scoring sheet that says "subl# " in th, X
Then" sf Patient
'
S " U"ber tbat «“s
5
a ssigied ?o you
'
(2 S4eos)
r
At“^h“
atC
a’
“atCh the Patie"t for 2 minutes
the pa ^JevefTsS *£ “StE"
ih^r
9
h
the guidellnes ue discussed earlier. Use the line
trite ITriJt
1? Then - “here »y "describe"r
i
e
^
description of what you saw over that 2
end„r
Bake sure y°“ “rite it next to the "1". At the
minute
"record" period, you uill have another
patient
° ^ positlon y°u rself to observe your next
You will observe each of your 4 patients in turnfollowing the instructions above. After observing the 4thpatient go back to the 1st patient for your second set of
observations. Do all 4 patients a second time. That will
complete the observations for the assigned day
Before you hand in your score sheets, make sure youhave written your initials in the top right corner. Score
each patient by adding the two circled scores and putting
this number in the box marked "score”. For instance, if
you circled ”+2" on the first observation and ”+l” on the
?»
eC
»
nd observation, that patient^s score would be "+3”. A
”+l” and a ”-l” would mean a score of ”0”.
Dint: Since you will know who all of your assigned
patients are at the start of the lunch period, it would be
best to position yourself so as to minimize having to move
from patient to patient. A little thinking ahead of time
will save alot of awkward moving around!
See you at the next meeting!
Jed Struckus, Program Director
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SIRS Social Interaction Rating Scale Initials-
Observe: 2 .mutes Record 1 minute Reset:
, .
~
+2 Actively Prosocial: talking, laughing, touching,
+1 paccinpiu D initiative gestures
y rosocial: smiling, turning toward, leaning
0 Non Social: not interacting 'with other people
-1 Passively Antisocial: frowning, turning away,
-2 Actively Antisociai
: cuming^striking
. kicking
gestures of insult.
sub j# score
- 1 0 -f l +21 ] -2
2] -2
-1 0 41 +2
Describe
:
1 j
2 ] -2
Describe
:
1
subj# score
~ £ ~
1
0 +1 +2
~ -1 0 +1 42
.... 1
sub i scnrp subf# score
1] -2 -] 0 41 42
.1] -2 -1 0 +1
2] -2 -1 0 +1 42 2] -2 -1 0 +1
Describe
:
Describe
:
1
200
,
.
«5 'J5-89
„L : R"‘'’ »* Muugt,erve. «. minutes Record* 1 min.truora. i minute Respi- • 1 *•r^eset. l minute
* PrOSOCiai: talking. lauqhing
, touching.
+ 1 Passively Prosocial -
initiative gestures
°SOCl i
- turning toward. leaning
on Social: not interacting
’ with other people
Passively Antisocial: frowning, turning away
“2 ACtlVeiy
= gZTli'«ing
. kicking
,
gestures ot insult.
subj# score
~2
-1 0 +1 £|)
~2
-1 0 (2) +2
Describe:
- Joj^Mp
7—[UjtL f | tfj/\ Jl^QAl/ilCi
C7
1 ] 2 @ 0 *1 +2
2 ] -2 £T) 0 +1 +2
Describe
:
2 - iQi^ -iJMbQjteMmJidlvifo Tfox
subj# score
-2
-1 (a) +1 +2
23 ~2 -1 (0) +1 +2
Describe
:
1-Aftl U^0^/)tH>uiq fafew
-citksiA nr qi_
2- '
sub ] # score r -**
-U -2 -1 0 Q) +2
2 ] -2 -1 (g) +1 +2
Describe
:
1 --DfL^—13Qi-LU?^iQnp±if^
_ nudtliLU&D&z podtQAVrSJirhc'
_
2 - Ja_£&_
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APPENDIX E
PET ATTITUDE AND EXPERIENCE QUESTIONNAIRE PAEQ
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Subject # Date / / Scores: IA IB
PET ATTITUDE AND EXPERIENCE QUESTIONNAIRE
Part I Fixed Response Section
Section A - Attitude
here is the first statement.
I really like seeing pets enjoy their food
2.
A pet has meant more to me than any ofny friends 7
A* D
A* D
3. I mould like a pet here A * u
4. Having pets is a uaste of money A D*
Housepets could add happiness to my life A* D
6. I feel that pets should aluays be kept outside.. A D*
7. I mould spend time everyday playing mith mypet, if I had one
. .
7
A * D
8. 1 have occasionally communicated mith a pet
and understood mhat it mas trying to express .... A* D
9. The morld mould be a better place if people
would stop spending so much time caring for
pets and started caring more for other human
beings instead D *
10. I like to feed animals out of my hand A* D
11. I love pets D
12. Animals belong in the mild or in zoos, but
not in the home A D*
13. If you keep pets in the house, you can expect
alot of damage to furniture A D*
14. I like housepets A* D
203
15
'
of
t
ou^g
f
“^.
bUt
.
ltS n0t
- rth the trouble
A D*
16. I would talk to ray oet if ty p n t i had one here A * D
17. I hate animals
ETS.lvr:“KS
'-““”'
'S.K“i’ "°' h
A* D
Section A: Total items endorsed /18
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Section B - Experiences
'have had
e
uith
a
pets°“ I'lfreaf experlences you mayI'd like you tSdoht 1 an exa»Ple. and ailha S happened to you. Okay?”^ff [ hfn PP" e "Ce
K
or
h
otLrTPd
.
petUn9
.
a
.
d°a;. cat -
a gooff rIenS
e
“.
an ani"al that 1 conside^
Y* N
3
'
other pet
e
ani»iL:
njUre<i by 3 d0t)
' cat
' or
N*
4. I have sometimes preferred pets to people y* N
5. I knew a pet animal that frightened me y N*
I have never felt close to a pet animal y N *
I have had some good times with a pet animal y* N
8. I have found that pets can often be a nuisance.. Y N*
9
*
t
°
n
f
e
!l
ad a pet that destroyed something
1 valued y
y* N
10. I have met some pet animals I did not like y n*
11. An animal once saved me from getting hurt Y* n
12. I used to play childhood games with animals y* N
6 .
7.
13.
I have met pet animals that I knou didn^t
like me N*
14. I once badly hurt a pet animal y w
15. Pets are generally very affectionate to me y* N
16. Most of the pets that I have ouned or met
I didn t like Y N 5
17. My parents did not approve of housepets Y N*
18. Overall, my experiences with pets have
been good ones y* N
Section B: Total items endorsed /18
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Part II Free Response Section
We are almost done,
you don" t mind, I
you may have had
This is the last
like to ask you
with pet animals
part
.
about
Nou, and if
some memories
K
“xperiLce%ariad S«ith’rLrU^
a
t
n about a "
animal? d do9» a , or other pet
2 . What would you say is your
involves a pet animal?
happiest memory that
3. What would you say is your unhappiest memory thatinvolves a pet animal? 7
4. What was your most recent experience with a pet like?
Hr. / Mrs. / Miss
,
I"d like to thank you for
your help. Your opinions and memories will help me
better understand animal-human relationships.
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